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Executive  Summary 


This  study  provides  a  point-in-time  examination  of  service  agreements  between  State 
Medicaid  agencies  and  managed  care  organizations  (MCOs)  for  mental  health  and  sub- 
stance abuse  treatment  and  prevention  services.  This  study  represents  a  review  of  Med- 
icaid "comprehensive-risk"  agreements  and  requests  for  proposals  (RFPs)  that  were  in 
effect  in  the  latter  half  of  1 995  in  36  States  and  the  District  of  Columbia.  The  contracts 
reviewed  include  36  general  service  agreements  that  cover  primary  health  care  and  9 
behavioral  health  care  services,  and  several  "behavioral  health  care  carve-out"  contracts 
designed  to  cover  some  or  all  Medicaid  managed  care  enrollees  with  mental  health  and 
substance  abuse  (MH/SA)  disorders.  Contract  collection  occurred  between  September 
1995  and  January  1996  and  included  collection  of  both  RFPs  and  contracts. 


This  is  not  a  study  of  managed  care  quality. 
Legal  expectations,  like  financing  mecha- 
nisms, do  not  alone  ensure  quality.  However, 
both  influence  conduct  directly  and  indirectly 
and  thus  represent  two  of  the  health  care  sys- 
tem's most  powerful  drivers.  Indeed,  a  major 
goal  of  any  health  policy-making  effort  is  to 
learn  to  use  the  tools  of  law  and  financing  to 
improve  health  care  access  and  quality.  Study- 
ing managed  care  contracts  is  therefore  impor- 
tant because  of  the  role  of  contracts  in  the 
legal  framework.  Medicaid  managed  care  con- 
tracts represent  enforceable  promises  about 
how  the  managed  care  enterprise  will  be  car- 
ried out  and  compensated.  A  contract  articu- 
lates the  rights  and  responsibilities  of  the 
parties  to  the  agreement,  the  flow  of  funds,  the 
assignment  of  clinical  and  administrative 
responsibilities  through  the  health  care  sys- 
tem, and  the  distribution  of  clinical  and  finan- 
cial risk.  Ultimately,  the  contract  influences 
the  level  and  type  of  care  that  an  MCO  will 
furnish  to  its  members,  as  well  as  how  its  pro- 
viders will  be  selected,  overseen,  and  compen- 
sated. Under  rules  of  contract  interpretation, 


the  clearer  the  agreement,  the  more  enforce- 
able its  terms. 

Principal  Findings 

A.  Enrollment 

1.  Eligibility  for  Enrollment  and  Disenroll- 
ment.  As  a  general  rule,  States'  managed  care 
contracts  (whether  general  service  or  behav- 
ioral health  care  carve-out)  do  not  exclude  per- 
sons with  MH/SA  disorders  from  enrollment. 
Depending  on  the  scope  of  MCOs'  service 
agreements  with  a  State  agency,  members 
with  MH/SA  disorders  may  receive  services 
through  their  general  service  MCO,  an  MCO 
with  a  behavioral  health  care  specialty  (but  in 
certain  States  only  if  their  conditions  are  suffi- 
ciently severe),  or  on  a  traditional  free-choice, 
fee-for-service  basis,  with  coverage  furnished 
directly  by  the  Medicaid  agency  (or  another 
State  agency)  in  States  that  do  not  yet  furnish 
some  or  all  mental  and  addictive  disorder  ser- 
vices through  managed  care  arrangements. 
Consumers  and  their  families  could  find 
themselves  negotiating  with  one,  two,  or  even 
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three  separate  entities  that  share  financial, 
administrative,  and  clinical  responsibilities  for 
health  and  behavioral  health  care  for  persons 
with  MH/SA  disorders.  Eligibility  may  be  even 
further  fractured  for  children  and  adolescents 
with  behavioral  problems  and  for  their  fami- 
lies, who  may  be  required  to  seek  services 
through  separate  networks  maintained  by 
independent  MCO  plans. 

2.  Special  Enrollment  Procedures.  Several 
States  are  developing  special  approaches  for 
enrolling  individuals  with  disabilities,  includ- 
ing persons  undergoing  treatment  when  they 
enroll.  Many  State  contracts  are  silent  on  this 
issue.  States  that  have  enrollment  procedures 
in  place  require  plans  to  honor  preexisting 
treatment  plans  for  a  limited  time. 

3.  Disenrollment.  Most  States  permit  their 
general  service  plans  to  initiate  (or  request 
the  initiation  of)  disenrollment  in  the  case  of 
certain  individuals  who  engage  in  certain 
"noncompliant"  forms  of  behavior;  these 
individuals  may  be  at  higher  risk  for  MH/SA 
disorders.  In  the  nine  behavioral  health  care 
carve-out  plans,  five  contracts  expressly  forbid 
MCOs  from  disenrolling  members  for  non- 
compliant  behavior,  and  another  three  are 
silent.  Even  in  the  general  plans  that  permit 
disenrollment  for  disruptive  behavior,  MCOs 
typically  are  prohibited  from  disenrolling 
members  because  of  their  health  status  alone. 

B.  Benefits  and  Services 

Nearly  every  State  Medicaid  agency  includes  at 
least  some  MH/SA  services.  The  classes  of  ser- 
vices may  be  described  specifically  or  gener- 
ally, and  some  States  place  explicit  limits  on 
the  level  of  care  provided  under  the  contract. 
In  addition,  many  States  appear  either  to 


explicitly  permit  or  implicitly  accept  coverage 
exclusions  imposed  by  contractors  that  may 
bring  coverage  below  levels  required  under 
Federal  and  State  law.  As  a  result,  nearly  all 
of  these  people  with  MH/SA  conditions  are 
insured  both  by  their  MCOs  and  through  their 
residual  State  Medicaid  benefits. 

1.  General  Coverage  of  MH/SA  Services. 
There  is  no  specific  term  or  set  of  definitions 
in  Federal  Medicaid  law  applicable  to  MH/SA 
services.  With  certain  limited  exceptions,  ser- 
vices for  persons  with  MH/SA  disorders  are 
covered  under  Medicaid's  general  service  cov- 
erage categories.  Nonetheless,  in  developing 
their  contracts  with  MCOs,  many  States  try 
to  classify  certain  service  coverage  terms  by 
major  diagnostic  grouping  (e.g.,  outpatient  ser- 
vices for  persons  with  mental  illness,  hospital 
detoxification,  individual  and  family  therapy 
for  persons  with  mental  illness). 

States'  descriptions  of  what  constitutes  a  cov- 
ered MH/SA  treatment  and  prevention  service 
vary  widely.  This  level  of  variation  is  consis- 
tent with  the  traditional  Medicaid  program, 
whose  hallmark  is  variation  in  coverage 
among  states.  Certain  service  patterns  do 
emerge,  however.  For  example,  short-term 
residential  hospital  services  are  a  common 
contract  service,  while  coverage  of  prescribed 
drugs  is  less  common.  Inpatient  psychiatric 
care  for  children  under  age  2 1  is  usually  not 
included  in  contract  service,  but  outpatient 
treatment  is  quite  common.  Care  coordination 
and  case  management  are  generally  covered, 
but  long-term  residential  services  normally  are 
not.  States  also  do  not  define  individual  ser- 
vices and  benefits  uniformly.  Certain  States 
expressly  build  time  and  coverage  limits  into 
their  service  definitions. 
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2.  Urgent  and  Emergency  Care  Services. 
Given  the  nature  of  MH/SA  disorders,  the  def- 
inition of  the  terms  "urgent"  and  "emergency" 
is  important.  Many  States  use  service  defini- 
tions that  are  different  from  those  used  in  Fed- 
eral law.  Several  States  that  have  developed 
service  standards  for  emergency  care  appear  to 
use  timeframes  that  are  inconsistent  with  the 
immediate  treatment  and  stabilization  stan- 
dards of  the  Emergency  Treatment  and  Active 
Labor  Act,  which  applies  to  all  hospitals. 
States  also  vary  in  their  definition  of  urgent 
care  services. 

3.  Medical  Necessity.  Federal  law  contains  no 
definition  of  medical  necessity.  However,  it 
does  establish  two  important  provisos:  Ser- 
vices must  be  sufficient  in  amount,  duration, 
and  scope  to  reasonably  achieve  their  purpose 
(42  C.F.R.,  sec.  440.230(b)),  and  States  may 
not  discriminate  in  the  provision  of  a  covered 
service  based  on  an  individual's  diagnosis  or 
condition  (42  C.F.R.,  sec.  440.230(c)).  Several 
States  have  developed  standards  of  medical 
necessity  that  appear  to  permit  MCOs  to 
make  more  narrow  coverage  determinations 
than  those  required  under  Federal  law. 

Under  these  more  restrictive  medical  necessity 
definitions,  many  services  covered  by  a  State's 
Medicaid  plan  may  remain  the  direct  responsi- 
bility of  the  State  Medicaid  agency  because 
Medicaid's  test  of  sufficiency  is  broader  than 
that  used  by  commercial  insurers,  whose  cov- 
erage principles  normally  govern  the  operation 
of  MCOs.  This  difference  in  standards  particu- 
larly affects  children.  Medical  necessity  stan- 
dards of  commercial  insurance  generally  are 
designed  to  limit  coverage  to  treatments 
needed  to  restore  functioning  following  an 
acute  illness  and  injury.  They  do  not  cover 
preventive,  ameliorative,  and  development- 


enhancing  services  for  children  and  adults 
with  chronic  illnesses  and  disabilities.  This 
distinction  in  coverage  standards  between 
Medicaid  and  commercial  insurance  repre- 
sents one  of  the  great  challenges  in  transform- 
ing Medicaid  from  a  fee-for-service  payer  to  a 
purchaser  of  managed  care  systems.  Consum- 
ers and  their  families  may  be  refused  services 
by  an  MCO  with  a  Medicaid  contract  based  on 
medical  necessity  standards  but  remain  eligi- 
ble for  care  under  Medicaid's  sufficiency 
standard. 

4.  Coverage  of  Services  in  Treatment  Plans  of 
Other  Agencies  and  Court  Orders.  Commer- 
cial insurance  companies  would  normally 
deny  coverage  for  services  ordered  by  courts, 
schools,  or  other  social  service  agencies  on  the 
grounds  that  the  service  is  free,  educational,  or 
not  medically  necessary  (i.e.,  not  ordered  by  a 
medical  professional).  In  the  absence  of  an 
expressed  contractual  override  of  these  com- 
mon exclusions,  MCOs  would  be  able  to 
impose  such  limitations  on  otherwise  covered 
services.  Courts  are  unlikely  to  impose  a  duty 
on  an  MCO  under  a  contract  that  is  silent 
about  disputed  services.  A  State  Medicaid 
agency  would  remain  directly  obligated  to 
cover  such  services  if  medically  necessary 
under  Medicaid  coverage  principles. 

States  approach  such  services  in  various  ways. 
Some  States  expressly  exclude  services  ordered 
by  early  intervention  agencies  and  special  edu- 
cation agencies,  while  others  include  them 
from  their  contracts.  In  some  instances  MCOs 
must  furnish  services  as  ordered;  in  others, 
MCOs  have  the  discretion  to  override  treat- 
ment orders  and  case  plans.  States  also  vary  in 
their  approach  to  coverage  of  court-ordered 
treatment. 
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C.  Service  Duties 

Because  managed  care  represents  the  merger 
of  coverage  and  service,  most  States  make  a 
major  effort  to  develop  service  delivery  stan- 
dards. States  vary  not  only  in  the  extent  to 
which  they  address  certain  issues  but  also  in 
the  degree  of  discretion  they  extend  to  plans 
when  the  States  specify  their  delivery  expecta- 
tions for  MH/SA  services. 

1.  Provider  Network  Standards.  Slightly  more 
than  half  of  all  contracts  reviewed  address  the 
composition  and  structure  of  the  service  deliv- 
ery network  for  MH/SA  services.  The  most 
detailed  specifications  are  found  in  behavioral 
health  carve-out  contracts.  In  general,  States 
give  contractors  considerable  discretion  to 
develop  their  own  service  networks  and  do  not 
specify  providers  or  classes  of  providers. 

2.  Self-Referrals.  Relatively  few  States 
expressly  specify  that  MCO  enrollees  must  be 
given  the  right  of  self-referral  (i.e.,  gaining 
direct  access  to  a  specialist  without  prior 
authorization  of  the  plan  or  the  primary  care 
provider)  for  MH/SA  treatment. 

3.  Utilization  Review  and  Prior  Authoriza- 
tion. States  develop  specifications  for  general 
utilization  review  (UR)  and  use  of  prior  autho- 
rization, specifications  regarding  the  clinical 
competence  of  UR  personnel,  time  lines  for 
prior  authorization,  access  to  prior  authoriza- 
tion services,  and  assessment  of  underutiliza- 
tion  as  part  of  an  ongoing  quality  assurance 
program.  None  of  the  behavioral  health  care 
carve-out  plan  contracts  reviewed  addressed  all 
these  issues. 

4.  Access  Time  Standards.  Virtually  all  State 
contracts  and  RFPs  establish  general  time 
access  standards  applicable  to  the  provision  of 


MH/SA  services.  States  vary  considerably  in 
the  range  of  times  they  specify  for  services. 

5.  Antidiscrimination  Provisions.  Almost 
without  exception,  State  Medicaid  managed 
care  contracts  and  RFPs  contain  prohibitions 
against  discrimination  by  contractors  on  the 
basis  of  race  or  ethnicity,  gender,  disability, 
and  language.  Approximately  half  also  prohibit 
discrimination  against  persons  on  the  basis  of 
mental  health  status.  No  contracts  specifically 
prohibit  discrimination  based  on  substance 
abuse  status. 

D.  Relationships  With  Other  Public 
Agencies 

As  of  the  end  of  1995,  State  Medicaid  agencies 
were  beginning  the  complex  task  of  reshaping 
their  relationships  (and  those  of  their  agents, 
the  MCOs)  with  the  rest  of  the  health  care  sys- 
tem, most  notably  other  public  agencies  with 
overlapping  duties.  They  were  reviewing 
important  issues  including  payment  for  court- 
ordered  treatment  and  services  covered  under 
treatment  plans  of  early  intervention,  child 
welfare,  and  education  agencies.  They  were 
also  discussing  the  exchange  of  data,  access  to 
medical  and  other  records,  use  of  common 
assessment  and  treatment  tools,  joint  case 
planning,  and  even  the  management  of  care 
while  the  patient  is  without  health  insurance. 
Somewhat  less  than  half  of  all  State  contracts 
address  relationships  between  health  plans 
and  mental  health  and  substance  abuse  agen- 
cies. States  vary  greatly  in  the  specificity  with 
which  they  describe  interagency  relationships. 

E.  Quality  Assurance  and  Data  Reporting 

1.  Quality  Assurance.  All  State  contracts 
require  MCOs  to  maintain  an  internal  quality 
assurance  and  management  system,  but 
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States'  quality  assurance  procedures  vary. 
Most  of  the  carve- out  plan  agreements  for  spe- 
cialized behavioral  health  care  specify  evalua- 
tion of  grievances  and  complaints  as  quality 
assurance  activity.  Some  States  require  exter- 
nal review  of  contractor  performance  as  part  of 
the  contract. 

Of  particular  interest  are  specifications  regard- 
ing clinical  practice  guidelines  and  clinical 
studies.  Three  States  with  behavioral  health 
care  carve- out  plans  require  clinical  studies 
under  the  contract,  four  States  specify  the  use 
of  clinical  practice  guidelines  in  such  plans. 
The  specifications  are  broadly  worded  and  give 
plans  considerable  discretion  to  develop, 
apply,  and  test  their  practice  standards  and 
clinical  studies. 

2.  Data  Reporting.  More  than  half  of  all  con- 
tracts and  RFPs  reviewed  address  the  obliga- 
tion of  contractors  to  report  data  on  the  use  of 
MH/SA  services.  About  a  quarter  address  pro- 
cess of  care  and  outcome  measures. 

Conclusions  and  Recommendations 

This  study  represents  a  snapshot  of  managed 
care  contracts  and  related  documents  as  of  the 
end  of  1995.  Many  aspects  of  these  agree- 
ments are  expected  to  change  as  States  acquire 
greater  experience  in  managed  care  purchasing 
and  as  the  enrollment  of  persons  with  signifi- 
cant health  care  needs  grows.  This  study 
should  be  repeated  to  gauge  how  purchasing 
patterns  evolve.  Nonetheless,  this  review  con- 
tains important  lessons  for  future  policy 
directions. 

In  our  opinion,  purchasers,  plans,  related 
health  agencies,  providers,  and  consumers 
would  benefit  from  the  development  of 


recommended  purchasing  specifications  for 
managed  care  in  the  areas  of  treating  and  pre- 
venting MH/SA  disorders.  Treatment  and 
prevention  of  MH/SA  disorders  provide  a  com- 
pelling illustration  of  the  challenges  that  arise 
in  translating  Medicaid  coverage  into  the  lan- 
guage and  operation  of  managed  care.  Man- 
aged care  organizations  that  enter  into  com- 
prehensive risk  agreements  with  Medicaid 
agencies  use  commercial  insurance  concepts  of 
coverage.  These  concepts  rely  on  notions  of 
curative  care,  the  restoration  of  normal  func- 
tioning, and  the  exclusion  of  services  that  may 
not  be  medically  necessary  (i.e.,  approved  by 
the  MCO)  but  may  nonetheless  be  legally  nec- 
essary (i.e.,  deemed  necessary  by  a  court  or  a 
special  education  agency  following  evaluation 
by  outside  experts).  The  potential  for  variation 
between  Medicaid  coverage  principles  and 
those  of  commercial  insurance  may  be  particu- 
larly great.  The  task  of  sorting  through  Medic- 
aid coverage  requirements  and  deciding  which 
Medicaid  coverage  duties  are  appropriate  for 
managed  care  and  which  should  remain  the 
responsibility  of  State  agencies  is  extremely 
complicated.  Clarity  and  consensus  are  needed 
to  reduce  confusion  and  the  misallocation  of 
responsibilities.  An  appropriate  division  of 
duties  is  especially  important  for  persons  with 
MH/SA  disorders  and  their  families. 

We  also  recommend  that  decisions  about  pur- 
chasing under  Medicaid  managed  care  for 
MH/SA  disorders  be  accompanied  by  the 
development  of  recommended  specifications 
for  draft  contracts  and  RFPs  as  a  means  of 
assisting  Medicaid  agencies  to  translate  their 
intentions  into  the  language  of  contracts. 
Developing  adequate  contract  language  is 
difficult,  and  agencies  would  benefit  from 
assistance. 
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Introduction 

This  study  provides  a  point-in-time  examination  of  service  agreements  between  State 
Medicaid  agencies  and  managed  care  organizations  (MCOs)  to  provide  mental  health  and 
substance  abuse  (MH/SA)  services. 1  It  represents  an  examination  of  a  central  component 
of  the  legal  framework  that  governs  the  rapidly  evolving  managed  health  care  system  for 
Medicaid  beneficiaries.  Contracts  between  Medicaid  agencies  and  sellers  of  managed 
care  products  are  carried  out  within  a  complex  statutory  and  regulatory  framework  and 
are  designed  to  deal  with  many  issues  in  health  care  coverage  and  service  delivery  that 
neither  Federal  nor  State  law  addresses.  Medicaid  contracts  for  managed  care  service  rep- 
resent a  complex  set  of  enforceable  agreements  about  how  managed  care  will  be  carried 
out  and  how  the  MCO  will  be  compensated.  A  contract  articulates  the  rights  and  respon- 
sibilities of  the  parties  to  the  agreement;  the  flow  of  funds  and  assignment  of  clinical  and 
administrative  responsibilities  through  the  health  care  system;  and  the  distribution  of 
clinical  and  financial  risk.  The  contract  sets  forth  the  rules  of  conduct  for  managed  care 
plans  (as  well  as  their  provider  networks,  under  theories  of  agency  and  corporate  Habil- 
ity).  The  contract  also  influences  the  level  and  type  of  care  that  an  MCO  will  furnish  to 
its  members,  as  well  as  how  its  providers  will  be  selected,  overseen,  and  compensated. 
Under  rules  of  contract  interpretation,  the  clearer  the  agreement,  the  more  enforceable 
its  terms.3  Liability  for  ambiguity  hes  with  the  drafter  of  the  agreement  under  standard 
rules  of  contract  interpretation. 

This  is  not  a  study  of  managed  care  quality.  exercises  a  powerful  influence  over  the 

However,  while  the  law  cannot  ensure  quality  conduct  of  individuals,  organizations,  and  gov- 
the  legal  system,  like  the  financing  system,  ernments.  Ultimately,  the  types  of  behavior 


The  findings  presented  in  this  study  are  part  of  a  broader  point-in-time  analysis  of  Medicaid  managed  care  contracts, 
Negotiating  the  New  Health  System:  A  Nationwide  Study  of  Medicaid  Managed  Care  Contracts.  The  full  study  was 
conducted  for  the  Pew  Charitable  Trusts  and  the  Annie  E.  Casey  Foundation,  with  additional  support  from  both  the 
Substance  Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  and  the  Centers  for  Disease  Control  and 
Prevention.  To  obtain  the  entire  Medicaid  contract  study  from  which  this  report  for  SAMHSA  is  derived,  contact 
the  Center  for  Health  Policy  Research  at  (202)  296-6922  for  further  information.  In  presenting  this  portion  of  the 
SAMHSA-commissioned  study,  we  have  retained  the  table  numbering  system  used  for  the  full  report,  to  permit  readers 
to  review  the  two  reports  in  tandem.  The  tables  appear  in  Appendix  B  of  this  report. 

Rand  Rosenblatt,  Sylvia  Law,  and  Sara  Rosenbaum,  Law  and  the  American  Health  Care  System  (Foundation  Press  New 
York,  1997),  ch.  3. 
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that  the  law  requires,  encourages,  or  prohibits 
may  affect  the  quality  of  care.4  Regardless  of 
the  type  of  health  care  system  considered, 
familiarity  with  its  legal  basis  is  as  vital  to 
understanding  its  performance  as  is  familiarity 
with  its  means  of  reimbursement.  While 
neither  laws  nor  financing  mechanisms  alone 
can  lead  to  quality  in  health  care,  they  are  two 
of  the  health  care  system's  most  powerful  driv- 
ers. Indeed  a  major  goal  of  any  health  policy- 
making effort  is  to  learn  how  to  use  the  tools 
of  law  and  financing  to  improve  health  care 
access  and  quality. 

Studying  managed  care  contracts  is  important 
for  two  reasons.  First,  managed  care  represents 
the  greatest  transformation  of  the  American 
health  system  and  reallocation  of  power 
within  the  system  since  the  rise  of  modern 
medicine  itself.  The  legal  documents  pre- 
sented in  this  study  offer  powerful  evidence  of 
how  this  revolution  may  reshape  longstanding 
programs  and  systems  of  care.  The  documents 
record  the  evolution  of  previously  stable  rela- 
tionships among  insurers,  purchasers,  health 
care  providers,  and  individual  consumers. 

Second,  because  it  is  relatively  new,  managed 
care  is  still  quite  unregulated  at  the  Federal 
level,  and  individual  service  agreements  thus 


take  on  added  importance.  Managed  care  fuses 
delivery  and  coverage  into  a  single  prepaid 
health  care  undertaking  carried  out  by  com- 
plex corporate  entities.  The  American  public 
is  only  now  beginning  to  appreciate  the  full 
implications  of  this  transformation  for  long- 
standing relationships  among  the  health  care 
stakeholders  and  is  debating  whether  and  how 
much  to  regulate  the  system.  In  fact,  the  impe- 
tus for  managed  care  was  (and  remains)  the 
concerns  of  public  and  private  purchasers  over 
the  cost  and  quality  of  the  old  system.5 

Where  regulatory  law  does  exist  at  the  State  or 
Federal  level,  it  tends  to  address  threshold  (i.e., 
market  entry)  issues  of  financial  organization 
and  corporate  structure.6  Regulatory  law  does 
not  address  the  details  of  what  services  will  be 
covered;  how  services  will  be  delivered,  in 
what  settings,  and  by  whom;  how  network 
providers  will  be  selected,  overseen,  and  com- 
pensated; and  how  quality  will  be  measured 
and  validated.  In  recent  years,  as  part  of  its 
oversight  of  Medicaid  managed  care  demon- 
strations, the  Health  Care  Financing  Adminis- 
tration (HCFA)  has  tried  to  deal  with  some  of 
these  broad  issues  of  health  care  delivery  and 
organization.  But  a  State  Medicaid  agency 
wishing  to  enforce  aspects  of  managed  care 
service  delivery  rather  than  leaving  delivery  to 


Indeed,  one  only  need  consider  the  current  debate  over  so-called  "gag"  clauses  contained  in  provider  agreements  with 
MCOs  as  well  as  recent  efforts  to  regulate  physician  incentive  arrangements,  to  appreciate  the  connection  most  of  the 
public  draws  between  legally  required  or  sanctioned  conduct  and  the  ultimate  quality  of  care.  Similarly  the  effort  to 
apply  major  civil  rights  laws  such  as  the  Americans  with  Disabilities  Act  to  managed  care  stems  from  concerns  over  the 
quality  of  care  for  persons  with  disabilities.  See  Law  and  the  American  Health  Care  System,  chs.  2  and  3. 
Law  and  the  American  Health  Care  System.  The  growing  concern  over  cost  coincided  with  enactment  of  the  Employee 
Retirement  Income  Security  Act  (ERISA),  which  permitted  employers  to  sidestep  provider-fashioned  State  insurant* 
laws  that  imposed  coverage  and  payment  mandates  in  favor  of  direct  negotiations  with  providers  for  prepaid  care  at  dis- 
counted rates.  ERISA  plans  are  exempt  from  State  law  in  areas  such  as  consumer  protection  and  insurer  torts  Addition- 
ally, self-insured  plans  are  exempt  from  State  insurance  laws.  The  level  of  deregulation  brought  about  by  ERISA  is 
something  that  employers  are  loath  to  give  up,  just  as  State  Medicaid  agencies  operating  under  the  broad  discretion 
granted  under  freedom-of-choice  waivers  can  be  expected  to  resist  comprehensive  Federal  regulation  of  managed  care. 
For  example,  the  Federal  Medicaid  statute  requires  that  participating  HMOs  meet  certain  financial  requirements  and 
that  they  have  a  quality  assurance  and  member  grievance  system.  Federal  regulations  amplify  these  requirements  but 
there  are  no  comprehensive  regulations  on  the  actual  process  of  care  delivery 
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plan  discretion,  will  do  so  substantially  (if  not 
entirely)  through  contract  specifications. 
These  specifications  include  the  contract  and 
any  other  documents  incorporated  by  refer- 
ence in  the  contract  such  as  the  State's  request 


for  proposals  and  bidder  responses.  Medicaid 
agencies  are  making  a  major  effort  to  buy 
managed  care  products  that  meet  the  unique 
needs  of  their  beneficiary  populations.  As  a 
result,  their  contracts  are  necessarily  complex. 
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This  study  represents  a  point-in-time  review  of  "comprehensive-risk"  agreements  and 
requests  for  proposals  (RFPs)  that  were  in  effect  in  the  latter  half  of  1995  in  36  States  and 
the  District  of  Columbia.7  The  contracts  reviewed  include  both  general  service  agree- 
ments and  several  behavioral  health  care  carve-out  contracts  designed  to  cover  some  or 
all  Medicaid  managed  care  enroUees  with  MH/SA  disorders.  Contract  collection  occurred 
between  September  1995  and  January  1996  and  included  collection  of  both  RFPs  and 
contracts.8 


All  the  themes  and  challenges  identified  in 
Negotiating  the  New  Health  System  are  evi- 
dent in  the  issue  of  Medicaid  coverage  of 
MH/SA  disorders.  Indeed,  because  of  the  more 
complex  health  needs  of  persons  with  these 
conditions,  the  transformation  to  managed 
care  for  MH/SA  treatment  may  pose  particular 
challenges.  State  Medicaid  agency  contracts 
with  managed  care  plans  have  four  principal 
purposes: 

1.  The  contracts  describe  the  service  delivery 
system  that  contractors  are  expected  to  fur- 
nish for  Medicaid  enrollees,  including  the 
composition  and  structure  of  an  MCO's 
provider  network,  measures  of  access  and 
appropriate  and  timely  care,  and  the  types 
of  data  documenting  the  provision  of  cov- 
ered benefits  and  the  outcomes  of  care  that 
MCOs  are  expected  to  generate  and  report. 


2.  Contracts  identify  the  classes  of  medical 
benefits  and  services  covered  under  the 
State's  plan,  which  will  be  included  in  the 
agreement  with  each  MCO,  as  well  as  the 
extent  of  such  coverage  (e.g.,  permissible 
limitations,  restrictions  and  exclusions,  and 
in  certain  instances,  the  criteria  that  MCOs 
will  apply  in  making  medical  necessity 
determinations).  The  contracts  also  identify 
which  State  plan  administration  duties 
(e.g.,  selection  of  participating  providers, 
third-party  liability  recovery,  and  inter- 
agency coordination)  each  agency  seeks  to 
assign  to  its  contractors. 

3.  Contracts  attempt  to  describe  the  relation- 
ship that  MCOs  are  expected  to  maintain 
with  other  parts  of  the  health  care  system, 
including  State  and  local  agencies  that  pro- 
vide medical  and  health  related  services  to 


We  use  the  term  "comprehensive  risk"  here  as  the  term  is  used  in  the  Medicaid  statute,  that  is,  the  entity  is  at  risk  for 
three  or  more  Medicaid  services,  as  specified  in  Section  1903|m)  of  the  Social  Security  Act.  This  term  should  not  be 
confused  with  the  insurance  concept  of  "transfer  of  risk,"  which  defines  the  act  of  insuring  itself.  An  entity  can  offer 
managed  care  services  to  an  employer  or  a  Medicaid  agency  without  transferring  any  financial  risk  to  itself  (although  at 
the  same  time  it  can  "downstream"  risk  to  its  provider  network).  In  such  a  situation,  its  conduct  would  not  be  governed 
by  State  insurance  laws  or  by  Federal  HMO  laws.  Instead,  it  would  simply  be  a  nonrisk  contractor  to  a  Medicaid  agency 
or  an  employer.  In  addition,  transfer  of  risk  can  occur  without  constituting  the  type  of  comprehensive  risk  addressed  in 
this  study  For  example,  many  State  Medicaid  programs  contract  with  prepaid  health  plans,  which  are  at  risk  for  two  or 
fewer  Medicaid  services.  Even  though  a  risk  transfer  has  occurred  under  their  contracts,  they  have  not  entered  into  com- 
prehensive risk  agreements.  The  contracts  examined  in  this  study  involve  comprehensive  risk  agreements  between 
agencies  and  entities  operating  at  some  level  of  financial  risk  for  three  or  more  services. 
The  methodology  used  to  carry  out  this  phase  of  our  study  is  described  in  greater  detail  in  Appendix  A. 
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Medicaid  beneficiaries  who  are  enrolled  in 
the  plan. 

4.  Contracts  define  the  business  relationship 
between  the  State  agency  and  its  plans, 
including  methods  of  payment,  plan  rela- 
tionships with  their  participating  providers, 
methods  of  agency  oversight,  and  the  range 
of  sanctions  that  may  be  imposed  if  the 
State  determines  that  the  plan  is  out  of 
compliance  with  the  contract. 

Within  these  four  broad  purposes,  contracts 
between  State  Medicaid  agencies  and  MCOs 
can  be  divided  into  seven  major  domains,  as 
shown  in  figure  1 .  The  tables  (see  Appendix  B) 
and  text  excerpts  from  the  contracts,  which 
were  reviewed  in  Negotiating  the  New  Health 
System,  follow  these  domains.  We  have 
retained  this  structure  in  this  special  report  for 
the  Substance  Abuse  and  Mental  Health  Ser- 
vices Administration  (SAMHSA)  to  facilitate 
comparison  between  the  issues  reviewed  here 
and  those  that  are  found  in  the  full  study.  All 
the  domains  identified  in  the  previous  study 
are  set  forth  in  figure  1 .  In  the  following  sec- 
tion, we  discuss  specific  issues  in  enrollment, 
service  coverage  and  delivery,  quality  assur- 
ance and  other  aspects  of  managed  care  sys- 
tems as  they  relate  to  MH/SA  services.9 


A.  Enrollment 

1.  Eligibility  for  Enrollment  and 
Disenrollment 

Enrollment  encompasses  two  key  issues:  eligi- 
bility to  enroll  in  comprehensive-risk  managed 
care  plans10  and  the  duties  that  plans  assume 
for  their  enrollees,  particularly  the  duty  to 
serve  members  up  to  the  point  of  disenroll- 
ment. 1 1  Table  1 . 1  indicates  that  with  certain 
limited  exceptions  for  long-term  institutional 
residents  who  are  also  dual  Medicare/Medicaid 
enrollees,12  most  States  do  not  exclude13 
either  children  or  adults  with  MH/SA  disor- 
ders from  enrollment  in  full-risk  managed  care 
plans  (whether  general  service  or  behavioral 
health  care  carve- out  plans).  As  a  result, 
MCOs  doing  business  with  Medicaid  can 
anticipate  that  persons  with  these  disorders 
will  be  plan  members,  even  if  the  MCO  is  not 
specifically  designated  a  behavioral  health  care 
carve-out  firm.  Plans  typically  provide  services 
other  than  those  associated  with  an  individ- 
ual's MH/SA  disorder,  even  if  services  for  these 
diagnoses  are  furnished  by  a  separate  MCO. 
Indeed,  were  a  State  to  prohibit  persons  with 
mental  disabilities  or  addiction  disorders  from 
enrolling  in  Medicaid-participating  plans,  the 
legality  of  such  a  prohibition  might  be  chal- 
lenged under  the  Americans  with  Disabilities 
Act  and  Section  504  of  the  Rehabilitation  Act 
of  1973.  This  does  not  mean,  of  course,  that 


'Persons  interested  in  issues  not  covered  in  this  study  should  consult  the  full  report. 

10  Even  in  States  in  which  managed  care  enrollment  is  mandatory  for  some  or  all  Medicaid  populations,  full-risk  plans 
may  or  may  not  be  an  option  for  certain  subgroups  of  individuals  because  the  State  has  determined  that  contractors  may 
not  be  qualified  to  provide  managed  care  for  certain  groups. 

"  In  fact,  under  Federal  and  State  HMO  and  insurance  law,  as  well  as  under  Medicaid  managed  care  contracts  and  regula- 
tory conditions  of  participation,  contractors  may  continue  to  have  at  least  some  level  of  postdisenrollment  coverage  and 
service  duties  (e.g.,  in  instances  in  which  members  are  undergoing  a  course  of  treatment  when  disenrollment  occurs) 

12  See,  e.g.,  Colorado,  Florida,  Iowa  (which  exempts  institutionalized  persons  who  reside  within  a  facility  while  receiving 
treatment  from  a  contractor),  Maryland  (which  also  excludes  group  home  residents  and  persons  living  in  alternative  liv- 
ing units),  and  New  York  (which  also  proposes  to  exclude  "other  individuals  with  a  chronic  medical  condition  who  are 
being  treated  by  a  sub-specialist  physician  who  is  not  part  of  any  health  plan  network  This  exclusion  will  apply  only 
until  such  time  as  the  individual's  course  of  treatment  is  completed  ")  See  table  11 

"An  outright  exclusion  is  denoted  by  the  letter  "E"  on  the  table 
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Figure  1— The  Major  Domains  of  Contracts  Between  Medicaid  Agencies 
and  Managed  Care  Organizations 


1.  Enrollment 

1 .1  Managed  Care  Enrolled  Populations* 

1 .2  Special  Enrollment  Procedures  for  Certain  Populations* 

1 .3  Coverage  and  Provider  Information  for  Enrollees 

1 .4  Policy  and  Procedure  Information  for  Enrollees 

1.5  Disenrollment  of  Members* 

2.  Benefits  and  Services 

2.1  General  Services 

2.2  Mental  Health  and  Substance  Abuse  Services* 

2.3  Reproductive  Health  Services 

2.4  Early  and  Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT)  Services 

2.5  Communicable  Disease  Services 

2.6  Urgent  Care  and  Emergency  Care  Services  * 

2.7  Medical  Necessity  Definitions" 

2.8  Services  in  Treatment  Plans  of  Other  Agencies  and  Court  Orders* 

3.  Service  Delivery  Standards 

3.1  Provider  Network  Standards' 

3.2  Plan  Service  Area  Standards 

3.3  Selection  and  Assignment  of  Primary  Care  Providers 

3.4  Self-Referrals  to  Selected  Providers* 

3.5  Utilization  Review  and  Prior  Authorization* 

3.6  Translation  Services  and  Cultural  Competence 

3.7  Access  Time  Standards* 

3.8  Geographic  Access  Standards 

3.9  Drug  Formularies 

3.10  Antidiscrimination' 

4.  Public  Health  and  Social  Service  Agency  Relationships 

4.1  Relationships  With  Other  Public  Agencies* 

4.2  Population-Based  Services  and  Reporting 

5.  Quality  Assurance  Data  and  Reporting 

5.1  Quality  Assurance' 

5.2  General  Data  Reporting 

5.3  Mental  Health  and  Substance  Abuse  Data  Reporting* 

5.4  Maternal  and  Child  Health  Data  Reporting 

6.  Business  Terms  and  Relationships 

6.1  Business  Qualifications 

6.2  Grievance  Procedures  and  Provider  Relationships 

6.3  Sanctions 

7.  Payment 

7.1  Plan  Payment 

7.2  Provider  Payment 


Note.  An  asterisk  indicates  that  the  subdomain  is  included  in  this  report  because  it  contains  provisions  specific  to  MH/SA  disorders.  Tables 
in  Appendix  B. 

Source:  Negotiating  the  New  Health  System. 
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States  cannot  design  plans  created  specifically 
to  address  the  needs  of  persons  with  serious 
illnesses,  and  several  States  have  done  so  for 
persons  with  MH/SA  disorders.  However,  sev- 
eral States  appear  to  restrict  enrollment  into 
such  specialty  plans  to  individuals  with  severe 
mental  and  addictive  conditions.14 

As  a  result,  many  Medicaid-sponsored  mem- 
bers of  general  service  MCOs  may  be  individu- 
als with  mental  or  addictive  disorders.  Indeed, 
as  table  1 . 1  shows,  apparently  States  rarely 
exclude  many  categories  of  persons  for  whom 
a  mental  disability  may  be  more  likely  (e.g., 
persons  with  disabilities,  persons  with  MH/SA 
disorders,  and  children  in  out-of-home  place- 
ments). Many  contracts  either  specifically  per- 
mit such  enrollment  or  else  are  silent  on  the 
question  of  exclusion. 

Furthermore,  depending  on  the  scope  of 
MCOs'  service  agreements  with  a  State 
agency,  members  with  MH/SA  disorders  may 
receive  services  through  their  general  service 
MCO  (as  part  of  its  service  contract)  or 
through  a  specialty  behavioral  health  care 
carve-out  MCO  (but  in  certain  States  only  if 
members'  conditions  are  sufficiently  severe). 
Or  members  may  receive  services  on  a 
traditional  free-choice,  fee-for-service  basis, 
under  coverage  furnished  directly  by  the  Med- 
icaid agency  (or  another  State  agency)  in  States 


that  do  not  furnish  all  mental  and  addictive 
disorder  services  through  managed  care. 
Indeed,  there  is  no  reason  why  a  State  could 
not  combine  all  three  approaches,  using  gen- 
eral contractors  for  certain  covered  benefits, 
behavioral  health  care  carve- out  plans  for 
other  services,  and  direct  fee-for-service  cover- 
age for  still  other  services  and  populations. 
The  fact  that  one,  two,  or  three  separate  enti- 
ties (i.e.,  a  general  plan,  a  behavioral  health 
care  carve-out  plan,  and  the  State  Medicaid 
agency)  may  share  financial  and  administra- 
tive responsibilities  for  persons  with  MH/SA 
disorders  creates  a  particular  challenge  for  all 
of  the  parties,  especially  enrolled  individuals 
and  their  families. 

2.  Special  Enrollment  Procedures 

Enrollment  of  people  with  MH/SA  disorders  in 
MCOs  raises  the  same  set  of  questions  that 
enrollment  of  any  person  with  an  illness  or 
condition  might  raise.  Should  special  steps  be 
taken  when  enrolling  persons  with  these  con- 
ditions to  ensure  that  they  understand  the  sig- 
nificance of  their  membership?  Should  special 
rules  apply  when  enrolling  an  individual  who 
is  already  undergoing  treatment?  Many  of 
these  questions  become  more  pressing  in 
States  that  mandate  managed  care  enrollment, 
because  persons  who  do  not  select  plans  are 
automatically  enrolled  with  a  "default" 
MCO.15 


4  See,  e.g.,  the  Florida,  Hawaii,  Nebraska,  and  Washington  State  behavioral  health  contracts,  table  1.1.  Hawaii  includes  in 
its  contract  its  definition  of  serious  and  persistent  mental  illness  for  purposes  of  enrollment  in  its  behavioral  health 
plans:  "Persons  with  serious  and  persistent  mental  illness  are  defined  as  individuals  who,  as  the  result  of  a  mental  dis- 
order, exhibit  emotional,  cognitive,  or  behavioral  functioning  which  is  so  impaired  as  to  interfere  substantially  with 
theii  capacity  to  remain  in  the  community  without  supportive  treatment  or  services  of  a  long  term  or  indefinite  dura- 
tion. In  these  persons  mental  disability  is  severe  and  persistent  resulting  in  a  long  term  limitation  in  their  functional 
capacities  for  primary  activities  of  daily  living  such  as  interpersonal  relationships,  self-care,  home-making,  employment 
and  recreation." 

15  The  Center  for  Health  Policy  Research  is  conducting  a  separate  study  of  the  Medicaid  managed  care  autoenrollment 
process  and  qualification  standards  for  health  plans  accepting  autoenrolled  persons.  Results  from  this  study,  which  is 
sponsored  by  the  Center  for  Health  Care  Strategies  and  the  Center  on  the  Future  of  Children  (David  and  Lucille  Packard 
Foundation),  will  be  available  in  fall  1997. 
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Table  1.2  indicates  that,  as  of  the  end  of  1995, 
States  were  beginning  to  consider  the  question 
of  enrollment  of  individuals  with  disabilities, 
including  persons  undergoing  treatment.  Sev- 
eral States  have  begun  to  develop  approaches 
for  addressing  this  issue.  For  example,  Flor- 
ida's contract  for  general  managed  care  ser- 
vices specifies  that 

The  plan  shall  honor  any  written  prior  autho- 
rization of  ongoing  covered  services  (from  reg- 
ular fee-for-service  Medicaid)  for  a  period  of 
ten  days  after  the  effective  date  of  enrollment 
or  until  the  plan's  primary  care  physician 
assigned  to  that  member  reviews  the  mem- 
ber's treatment  plan,  whichever  comes  first. 16 
[See  table  1.1.) 

See  also  the  New  York  contract  excerpt  from 
table  1.1  cited  in  footnote  12,  which  provides 
for  the  suspension  of  enrollment  under  certain 
circumstances  and  also  proposes  to  make 
enrollment  voluntary  for  persons  in  residential 
alcohol  and  substance  abuse  programs.17 

Other  States  have  attempted  to  provide 
for  continuity  of  care  for  persons  receiving 
ongoing  care.  Florida's  mental  health  contract 
provides  in  pertinent  part  that 

To  the  maximum  extent  possible,  the  contrac- 
tor shall  distribute  enrollees  to  the  plan's 
mental  health  providers  based  upon  the  fol- 
lowing ...  [placement  with  the  enrollee's 
current  mental  health  provider.  [See  table  1.1]. 

A  number  of  States  address  the  issue  of  MCO 
enrollment  of  individuals  who  are  inpatients 
at  the  time  of  enrollment  (see  table  1.2).  For 
example,  the  Iowa  substance  abuse  contract 
provides  that 


Inpatient  services  to  Enrollees  that  com- 
menced prior  to  September  1,  1995,  will  be 
the  responsibility  of  [the  State  agency)  (except 
for  the  professional  component)  until  such 
time  as  the  patient  is  discharged.  The  Con- 
tractor must  make  reasonable  efforts  to  be 
aware  of  all  inpatient  services  to  Enrollees  to 
assure  continuity  of  care  and  the  least  disrup- 
tive transition  to  managed  substance  abuse 
care  services  subsequent  to...  discharge.... 

Wisconsin's  managed  care  contract  contains 
an  "exemption  privilege"  for  certain  individu- 
als, a  contract  element  that  may  have  particu- 
lar relevance  to  a  narrow  group  of  individuals 
with  mental  and  addictive  disorders  (see  table 
1.2).  Under  the  Wisconsin  contract,  certain 
Aid  to  Families  with  Dependent  Children 
(AFDC)  recipient  heads  of  families  will  be 
allowed  to  have  family  members  who  meet 
certain  criteria  remain  in  the  fee-for-service 
system.  These  individuals  are  described  as 
follows: 

a.  A  person  with  a  major  impairment  in 
functioning  in  personal  or  social  role:  e.g., 
self  care/activities  of  daily  living,  and  who 
has  extraordinary  human  service  program- 
ming needs,  including  extensive  non- 
medical programming,  which  community 
...  and  social/human  service  systems  are 
typically  best  equipped  to  provide  or  coor- 
dinate and  who  is  or  will  be  receiving  these 
medical  and  non-medical  services  with  a 
need  for  a  comprehensive  and  coordinated 
program.... 

b.  A  person,  including  children  from  birth 
through  two  years  of  age  ...  who  is  severely 
developmental^  disabled  or  suspected  of  a 
severe  developmental  delay,  and  who  has 
extensive  needs  for  non-medical  program- 
ming in  addition  to  the  medical  services 
covered  in  this  contract  which  the  (com- 
munity] and  social/human  service  system 
are  typically  best  equipped  to  provide  or 
coordinate  and  who  is  or  will  be  receiving 


16  As  drafted,  the  provision  appears  to  imply  that  if  10  days  have  expired  and  there  has  been  no  review,  the  plan  is  autho 
rized  to  begin  denial  of  coverage  even  if  the  member's  primary  care  physician  has  not  yet  reviewed  the  plan  of  treat- 
ment. However,  Florida  is  unusual  in  that  it  addresses  this  problem. 

17  Table  1.2. 
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these  medical  and  non-medical  services 
with  emphasis  on  the  need  for  a  compre- 
hensive and  coordinated  program. 

3.  Disenrollment 

Policy  makers  tend  to  focus  on  beneficiary- 
initiated  disenrollment  or  plan  switching,  both 
with  and  without  cause.  However,  an  equally 
important  issue  is  MCO-initiated  disenroll- 
ment of  members.  Table  1.5  indicates  that 
most  States  permit  their  general  service  plans 
to  initiate  (or  request  the  initiation  of)  disen- 
rollment of  members  who  engage  in  certain 
"noncompliant"  forms  of  behavior;  the  nature 
of  their  conditions  means  that  individuals 
with  MH/SA  disorders  may  be  more  likely  to 
be  deemed  "abusive"  or  "noncompliant."  Of 
the  nine  behavioral  health  care  carve- out 
plans,  five  contracts  expressly  forbid  MCOs 
from  "cause-based"  disenrollment  for  disrup- 
tive behavior,  and  three  are  silent  on  the  issue. 
Even  in  the  general  plans  and  the  one  carve- 
out  plan  in  which  disenrollment  for  disruptive 
behavior  is  permitted,  MCOs  typically  are  pro- 
hibited from  disenrolling  based  on  health  sta- 
tus alone.  States  vary  in  the  amount  of 
discretion  they  extend  to  MCOs  to  identify 
persons  whose  disenrollment  will  be  either 
sought  or  effectuated. 

For  example,  Florida's  general  services  con- 
tract provides  that 

The  plan  may  disenroll  a  member  whose 
behavior  is  disruptive,  unruly,  abusive,  or 
uncooperative  to  the  extent  that  his  or  her 
membership  in  the  plan  seriously  impairs  the 
organization's  ability  to  furnish  services  to 
other  members.  The  plan  must  provide  at 
least  one  verbal  and  one  written  warning  to 
the  member  regarding  the  implications  of  his 
or  her  actions.... 

Similarly,  the  District  of  Columbia  allows  its 
contractors  to  disenroll  a  member  "who  dem- 


onstrates a  pattern  of  disruptive  or  abusive 
behavior  or  of  missing  scheduled  appoint- 
ments without  notice  or  whose  utilization  of 
services  is  fraudulent  or  deceptive."  Massachu- 
setts, on  the  other  hand,  imposes  a  more  rigor- 
ous standard  on  MCOs  that  seek  to  disenroll 
certain  persons  (see  table  1.5): 

The  Contractor  ...  may  submit  a  written 
request  to  the  Division  to  terminate  the 
enrollment  of  any  Enrollee  only  if: 

a.  The  Enrollee  misuses  his/her  HMO  identi- 
fication card  by  attempting  to  obtain  the 
services  provided  under  this  contract  for 
an  unenrolled  person; 

b.  After  reasonable  efforts,  documented  by 
the  Contractor,  at  least  three  plan  physi- 
cians are  unable  to  establish  a  satisfactory 
physician/patient  relationship  with  such 
Enrollee; 

c.  The  Enrollee  has  used  or  attempted  to  use 
services  delivered  at  an  emergency  room  at 
least  five  times  for  purposes  which  do  not 
meet  the  definition  of  Emergency  Services 
...  and  the  Contractor  has  made  at  least 
five  substantive  documented  attempts  to 
educate  the  Enrollee  ...  and  the  Enrollee 
continues  to  seek  services  in  an  emergency 
room  for  non-emergency  situations  ... 

d.  The  Enrollee  has  committed,  or  attempted 
to  commit,  at  least  three  documented  acts 
of  physical  abuse  which  pose  a  threat  to 
individuals  responsible  for  the  provision  of 
service  under  this  Contract  or  to  other 
Enrollees.  Such  acts  must  be  unrelated  to 
the  Enrollee's  physical  or  mental  condition 
[emphasis  added|. 

The  fact  that  contractors  have  discretion  to 
seek  disenrollment  of  certain  members  should 
not  be  particularly  surprising,  because  man- 
aged care  creates  a  legally  unprecedented  duty 
on  the  part  of  health  care  companies  and  their 
providers  to  furnish  care  for  members.  The 
duty  to  undertake  to  furnish  care  (which  is  the 
duty  to  arrange  for  services  necessary  to  the 
general  undertaking)  represents  a  marked 
departure  from  common  law  principles,  which 
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accorded  providers  full  discretion  to  decide 
when  and  under  what  circumstances  they 
would  enter  into  a  provider/patient  relation- 
ship with  individuals.18  The  behavioral  health 
care  carve- out  contracts,  on  the  other  hand, 
either  prohibit  or  are  silent  on  whether  MCOs 
have  the  discretion  to  seek  disenrollment  of 
certain  members.  Florida's  contract  does  per- 
mit MCOs  to  change  members'  primary  care 
providers  under  such  circumstances  (see  table 
1.5). 

B.  Benefits  and  Services 

Nearly  every  State  Medicaid  agency  includes  at 
least  some  services  that  relate  to  the  treatment 
of  mental  and  addiction  disorders  in  its  con- 
tracts with  MCOs. 19  The  classes  of  services 
may  be  described  specifically  or  generally,  and 
some  States  place  explicit  limits  on  the  level 
of  care  included  in  the  contract.  In  addition, 
many  States  appear  to  either  explicitly  permit 
or  implicitly  accept  coverage  exclusions 
imposed  by  contractors  that  may  bring  cover- 
age below  levels  required  under  Federal  and 
State  law.  As  a  result,  most  people  with 
MH/SA  conditions  are  insured  both  by  their 
MCOs  and  through  their  residual  State 
Medicaid  benefits.  In  this  section  we  explore 
these  issues  in  greater  detail. 

1.  General  Coverage  of  MH/SA  Services 

By  and  large,  core  mental  health  and  sub- 
stance abuse  treatment  services  are  part  of 
broader  categories  for  general  service  coverage 
(e.g.,  physicians'  services,  inpatient  hospital 
services,  clinical  services,  prescribed  drugs, 


rehabilitation  services).  States  have  consider- 
able latitude  in  the  Medicaid  program  to  cover 
a  narrow  or  broad  range  of  MH/SA  services 
and  benefits.  In  developing  their  contracts 
with  MCOs,  many  States  set  forth  certain  ser- 
vice terms  by  major  diagnostic  grouping  (e.g., 
outpatient  services  for  persons  with  mental  ill- 
ness, hospital  detoxification,  individual  and 
family  therapy  for  persons  with  mental  ill- 
ness). Services  so  designated  are  shown  by 
States  in  table  2.2. 

Table  2.2  shows  the  wide  variation  in  States' 
descriptions  of  a  covered  MH/SA  treatment 
and  prevention  service.  This  level  of  variation 
is  consistent  with  the  traditional  Medicaid 
program,  whose  hallmark  is  variation  in  cover- 
age among  States.20  As  a  result,  identifying 
which  services  are  the  duty  of  a  given  general 
services  contractor,  which  fall  to  a  behavioral 
health  care  carve-out  contractor,  and  which 
remain  the  residual  duty  of  the  State  agency 
becomes  an  incredibly  complex  process  that 
can  be  carried  out  only  on  a  State-by-State 
basis. 

Despite  these  caveats  and  limitations,  table 
2.2  is  instructive  because  it  identifies 
variations  in  State  approaches  to  managed  care 
contracting  for  MH/SA  services.  For  example, 
short-term  residential  hospital  services  are  a 
common  contract  service,  while  coverage  of 
prescribed  drugs  is  less  common.  Inpatient 
psychiatric  care  for  children  under  age  21  is 
not  a  common  contract  service,  while  outpa- 
tient treatment  is  quite  common.  Care  coordi- 
nation and  case  management  are  commonly 


18  Law  and  the  American  Health  Care  System,  ch.  1. 

"  Negotiating  the  New  Health  System:  A  Nationwide  Study  of  Medicaid  Managed  Care  Contracts,  Vol.  2,  table  2.1. 
20  For  children,  of  course,  coverage  is  more  uniform  because  the  EPSDT  program  mandates  the  provision  of  all  medically 
necessary  items  and  services  that  are  recognized  as  medical  assistance  under  Section  1905(d)  of  the  Social  Security  Act. 
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covered  contract  services,  while  long-term  res- 
idential services  are  normally  not  covered.21 

States  show  considerable  variation  in  how 
individual  services  and  benefits  are  described. 
For  example,  Florida's  mental  health  contract 
includes  "community  mental  health  services," 
described  as  follows: 

Community  Mental  Health  Services  are  reha- 
bilitative services  which  are  psychiatric  in 
nature,  rendered  or  recommended  by  a  psy- 
chiatrist or  other  physician.  Such  services 
must  be  provided  in  accordance  with  the  pol- 
icy and  service  provision  specified  in  the 
Community  Mental  Health  Services  Provider 
Handbook.  The  term  "Community  Mental 
Health  Services"  is  not  intended  to  suggest 
that  the  following  services  must  be  provided 
by  State-funded  "Community  Mental  Health 
Centers"  or  to  preclude  State-funded  "Com- 
munity Mental  Health  Centers"  from  provid- 
ing these  services: 

1 )  There  are  eight  categories  of  mental  health 
services  provided  under  community  mental 
health: 

a.  Treatment  planning  and  review; 

b.  Evaluation  and  testing  services; 

c.  Counseling,  therapy  and  treatment 
services  provided  by  a  psychiatrist  or 
physician; 

d.  Counseling,  therapy  and  treatment  ser- 
vices provided  by  a  direct  service  mental 
health  care  provider; 

e.  Rehabilitative  services; 

f.  Children's  mental  health  services; 

g.  Specialized  therapeutic  foster  care,-  and 

h.  Day  treatment  programs. 

The  benefit  described  in  the  Florida  contract  is 
unambiguously  broad  and  encompasses  medi- 
cal and  therapeutic  clinical  services  that  are 
prescribed  for  psychiatric  conditions  but  that 
extend  well  beyond  a  simple  visit  to  a  physi- 


cian's office.  Hawaii's  behavioral  health  care 
carve-out  contract  adopts  a  similarly  broad 
definition  of  covered  services.  (Of  course,  that 
such  carve-out  plans  may  be  available  only  to 
individuals  with  serious  mental  illness.) 

General  service  coverage  plans  may  be  more 
limited  (although  such  plans,  as  noted  above, 
have  members  with  significant  MH/SA  disor- 
ders). For  example,  Connecticut's  general  ser- 
vices contract  defines  outpatient  treatment  for 
adult  psychiatric  conditions  as 

Medically  necessary  outpatient  mental 
health  and  substance  abuse  services 
provided  by  a  licensed  psychiatrist  (or  under 
the  supervision  of  a  licensed  psychiatrist) 
or  other  licensed  or  certified  mental  health 
practitioner. 

Under  this  definition,  a  contractor  could  of 
course  provide  a  service  as  broad  as  that  found 
in  the  Florida  mental  health  contract  but 
would  have  the  discretion  to  define  its  scope  of 
coverage  more  narrowly  to  encompass  only  the 
services  of  licensed  medical  practitioners. 
Other  aspects  of  Connecticut's  plan  might 
provide  an  enrollee  with  broader  direct  cover- 
age by  the  State.  The  Connecticut  contract 
also  "encourages"  health  plans  to  "contract 
with  and  refer  to"  qualified  Medicaid  service 
providers  licensed  to  provide  a  broader  range  of 
covered  services,  including  day  treatment, 
mobile  crisis  services,  emergency  psychiatric 
services,  substance  abuse  prevention,  and 
other  broadly  defined  MH/SA  services  (see 
table  2.2).  However,  Connecticut  also  covers  a 
broad  range  of  specifically  described  benefits  in 
the  case  of  children  and  offers  contractors  the 
option  of  including  this  broadly  defined  benefit 


21  Federal  law  excludes  from  eligibility  persons  who  are  residents  of  "institutions  for  mental  diseases";  as  a  result,  it  would 
be  unlikely  to  find  coverage  of  such  care  under  a  managed  care  contract  unless  the  State  were  to  include  other  funds  in 
its  premiums  to  MCOs  (Section  1905(a)  of  the  Social  Security  Act) 
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package  in  their  capitation  rates.  The  benefit 
package  is  defined  as  follows: 

After-Hours  Access;  Before  and  After  School 
Programs;  Bilingual  (Spanish)  Outreach  Ser- 
vices; ...  Child  Protection  and  Court  Repre- 
sentation; ...  Family  Reunification/ 
Visitations;  Family  Support  Services  (e.g., 
parental  education,  community  education, 
parent/child  support  groups,  etc.)  ...  Home 
Based/Outreach  Services;  Homemaker  Par- 
ent/Aide Services;  Infant/young  children  and 
families  at  risk  services  (including  substance 
abuse);  Intensive  family  preservation;  ...  Juve- 
nile Justice/Probation  Counseling;  ...  Parental 
Guidance;  Parental  Education  and  Support 
Services;  Psychological  Testing;  Psychiatric 
Services;  Respite  (specialized);  Sexual 
Offender  Treatment;  ...  Substance  Abuse 
Outreach  ...  and  Counseling;  Substance 
Abuse  ...  Treatment;  Summer  Programs 
Educational/recreational;  Teen  Pregnancy 
Programs;  ...  Violence  Prevention  and  Treat- 
ment (domestic/gangs);  ...  Youth  Outreach  ... 
Counseling. 

On  the  other  hand,  Michigan  provides  exceed- 
ingly broad  discretion,  simply  identifying 
"mental  health  services"  and  "substance 
abuse"  services  in  its  contract. 

Certain  States  expressly  build  time  and  cover- 
age limits  into  their  service  definitions.  At 
times  these  limits  are  quite  precise,  as  illus- 
trated by  Delaware's  adult  behavioral  health 
care  coverage  (limits  in  Medicaid  managed 
care  contracts  may  simply  carry  forward  limi- 
tations in  previous  fee-for-service  Medicaid 
benefits): 

The  basic  medical  plan  for  adults  will  include 
twenty  (20)  outpatient  units  per  year...  The 
following  are  the  minimum  outpatient  ser- 
vices to  be  covered  in  the  standard  benefits 
package  ... 

(a)  Psychiatric  evaluation — one  ( 1 )  hour 


(b)  Individual  Counseling/Psychotherapy— 
one ( 1 )  hour 

(c)  Family  counseling/psychotherapy— one  (1) 
hour 

(d)  Group  counseling/Psychotherapy— one 
and  a  half  (1.5)  hours 

(e)  Crisis/Emergency  Services — face-to-face 
contact  provided  in  the  community,  with 
twenty-four  (24)  hour  availability  lasting  at 
least  half  (.5)  an  hour;  the  service  must  be 
accessible  through  a  toll-free  number  pro- 
vided by/through  the  basic  plan  provider 

(f)  Partial  hospitalization/Day  Treat- 
ment/Ambulatory Detoxification  Ser- 
vices— minimum  of  four  (4)  hours. 

The  Delaware  Medicaid  plan  may  cover  addi- 
tional services  for  adults,  but  the  basic  benefit 
package  is  subject  to  expressed  limits.  (An 
MCO,  of  course,  has  the  option  to  furnish 
additional  benefits,  but  they  are  not  a  contract 
specification.) 

2.  Urgent  and  Emergency  Care  Services 

Given  the  nature  of  MH/SA  disorders,  the  def- 
inition of  the  terms  "urgent"  and  "emergency" 
is  important.  A  close  examination  of  the  terms 
as  used  in  the  contracts  illustrates  the  issue 
identified  in  Negotiating  the  New  Health  Sys- 
tem: State  terms  and  definitions  that  depart 
from  those  used  in  Federal  law  may  dilute 
benefits  that  otherwise  would  be  covered. 

Federal  Medicaid  law  contains  no  formal  defi- 
nition of  "urgent";  however,  in  defining  hospi- 
tals' emergency  care  service  duties,  Federal  law 
does  define  the  term  "emergency"  under  the 
Emergency  Treatment  and  Active  Labor  Act 
(EMTALA).22  EMTALA  defines  an  "emergency 
medical  condition"  as 

a  medical  condition  manifesting  itself  by 
acute  symptoms  of  sufficient  severity  (includ- 


Section  1867  of  the  Social  Security  Act. 


Principal  Findings    1 3 


ing  severe  pain)  such  that  the  absence  of 
immediate  medical  attention  could  reason- 
ably be  expected  to  result  in  ...  placing  the 
health  of  the  individual ...  in  serious  jeopardy, 
...  serious  impairment  to  bodily  functions;  or 
...  serious  dysfunction  of  any  bodily  organ 
or  part. 

Furthermore,  where  an  emergency  medical 
condition  is  determined  to  exist,  no  transfer 
may  occur  until  the  patient  is  stabilized, 
which  is  defined  as  providing  "such  medical 
treatment  of  the  condition  as  may  be  neces- 
sary to  assure  within  reasonable  medical  prob- 
ability, that  no  material  deterioration  of  the 
condition  is  likely  to  result  from  or  occur  dur- 
ing the  transfer...."23  Under  EMTALA,  there- 
fore, once  a  condition  is  found  to  constitute  an 
emergency,  treatment  must  begin  immedi- 
ately; moreover,  the  issue  of  whether  a  patient 
may  be  transferred  safely  does  not  arise  until 
the  patient  is  stabilized.  Only  medically  appro- 
priate transfers  may  occur.  As  a  practical  mat- 
ter, therefore,  a  State  agency  probably  would 
want  the  emergency  coverage  duties  of  its 
managed  care  contractors  to  be  coextensive 
with  the  emergency  definition  under 
EMTALA.  In  that  way,  payment  would  be 
denied  only  if,  in  the  contractor's  judgment, 
the  patient's  condition  did  not  meet  the 
EMTALA  emergency  standard  or  the  patient 
had  been  stabilized  and  a  medically  appropri- 
ate transfer  was  available. 

A  number  of  the  contract  definitions  of  emer- 
gency found  in  table  2.6  appear  to  be  at  vari- 
ance with  the  EMTALA  definition  and  in 
effect  limit  the  definition  of  "emergency"  in 
ways  not  contemplated  under  Federal  law.  For 
example,  Delaware  defines  an  emergency  as  a 


condition  in  which  delaying  care  by  more  than 
24  hours  could  result  in  death  or  injury.  Colo- 
rado requires  that  the  condition  be  a  "sudden 
onset"  and  one  that  would  have  resulted  in 
harm  "had  the  patient  been  taken  to  a  treat- 
ment location  where  the  services  of  his/her 
regular  physician  or  physicians  would  be  avail- 
able." Colorado  also  expressly  requires  that  an 
emergency  condition  be  verified  by  the  medical 
director  of  a  plan.  The  Massachusetts  defini- 
tion follows  the  Federal  definition  relatively 
closely,  as  does  Missouri's.  Nebraska,  on  the 
other  hand,  defines  emergency  conditions  as 
ones  that  arise  in  circumstances  "beyond  the 
client's  control"  or  services  that  are  required 
before  the  "client  can  ...  be  safely  transferred 
to  the  HMO's  source  of  health  care  for  treat- 
ment."24 Oregon's  general  services  contract 
also  includes  the  transfer  determination 
within  the  definition  of  emergency  itself  rather 
than  requiring  treatment  of  emergencies  until 
stabilized. 

Several  States  that  offer  behavioral  health  care 
carve-out  plans  have  developed  specific  defini- 
tions of  "emergency"  in  a  MF1/SA  context. 
Oregon's  contract  defines  an  "emergency  situ- 
ation" as  "a  situation  requiring  attention 
within  24  hours  to  prevent  a  serious  deteriora- 
tion in  ...  [a]  Member's  mental  health."  While 
the  Oregon  contract  requires  a  24-hour 
emergency  response  capability,  this  definition 
appears  to  permit  a  plan  to  take  up  to  24  hours 
to  respond  to  an  emergency,  a  time  span 
that  would  appear  to  be  inconsistent  with 
EMTALA.  The  Florida  mental  health  contract 
offers  the  following  definition  of  emergency. 


23  Section  1 867(e)(  1 )  and  (2)  of  the  Social  Security  Act.  Federal  conditions  of  participation  for  HMOs  define  the  emergency 
care  duties  of  HMOs  similarly  and  prohibit  inappropriate  transfers  of  patients  (42  C.F.R.,  sec.  417.408). 

24  Interestingly,  the  Nebraska  contract  also  excludes  active  labor  involving  normal  deliveries  (i.e.,  not  preterm  deliveries) 
as  emergencies,  in  direct  contravention  of  the  terms  of  EMTALA 
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Emergency  medical  services  are  emergent 
medical  care  services  required  to  prevent 
loss  of  life,  irreparable  physical  damage,  or 
serious  impairment  of  bodily  function.... 
Emergency  mental  health  services  are  those 
services  required  to  meet  the  needs  of  an  indi- 
vidual who  is  experiencing  an  acute  crisis 
which  is  at  a  level  of  severity  that  would 
meet  the  requirements  for  involuntary 
hospitalization.... 

The  fact  that  the  services  are  needed  for  an 
acute  crisis  implies  that  a  time  response  of  up 
to  24  hours  (as  in  the  case  of  the  Oregon  con- 
tract) might  not  be  permissible,  but  the  pro- 
vision may  be  interpreted  as  vesting  such 
discretion  in  the  plan  because  the  term  "im- 
mediate" is  not  present  as  it  is  in  EMTALA. 

States  also  vary  in  their  definitions  of  urgent 
care.  Most  use  a  48-hour  timeframe  to  identify 
conditions  that  are  in  urgent  need  of  attention; 
others  permit  timeframes  of  up  to  72  hours. 

3.  Medical  Necessity 

As  noted  in  Negotiating  the  New  Health  Sys- 
tem, the  definition  of  a  "medically  necessary" 
service  is  vital  yet  elusive.  Federal  law  does  not 
define  medical  necessity,  and  States  are  autho- 
rized to  develop  and  apply  medical  necessity 
criteria.25  However,  Federal  law  also  estab- 
lishes two  important  provisos.  First,  services 
must  be  "sufficient  in  amount,  duration  and 
scope  to  reasonably  achieve  their  purpose." 
Second,  a  State  agency  may  not  discriminate 
in  the  provision  of  a  covered  service  based 
on  an  individual's  diagnosis  or  condition.26 
Courts  generally  have  interpreted  these  provi- 
sions to  permit  across-the-board  limitations 
on  services  by  broad  category  of  care,  so  long 
as  the  needs  of  the  overwhelming  majority  of 

25  42C.F.R.,  sec.  440.230  (d). 

26  42  C.F.R.,  sec.  440.230(b)  and  (c). 
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patients  are  met.  Courts  have  uniformly 
struck  down  limitations  on  services  for  chil- 
dren and  have  disallowed  limitations  that 
discriminate  on  the  basis  of  condition  and 
diagnosis. 

Some  States  permit  health  plans  to  develop 
their  own  standards  of  medical  necessity;  in 
slightly  more  than  half  of  all  contracts,  States 
develop  some  type  of  definition.  Seven  con- 
tracts contain  references  to  medical  necessity 
in  a  MH/SA  context,  as  shown  in  table  2.7. 
Several  contain  a  relatively  extensive  defini- 
tion of  medical  necessity.  For  example,  the 
Iowa  substance  abuse  and  mental  health  con- 
tracts require  contractors  to  use  a  five-stage 
process  for  determining  medical  necessity: 

1 .  Appropriate  to  the  symptoms,  diagnosis  or 
treatment  of  a  mental  |  substance  abuse) 
disorder; 

2.  Provided  for  the  diagnosis  or  direct  care 
and  treatment  of  a  mental  (substance 
abuse]  disorder; 

3.  Within  the  standards  of  good  practice  for 
the  service  modality; 

4.  Not  primarily  for  the  convenience  of  the 
Member  or  provider;  and 

5.  The  most  appropriate  level  of  supply  or 
services  which  can  safely  be  provided. 

Oregon's  mental  health  contract  requires  that 
the  service  be  "generally  recognized  by  the  sci- 
entific community  as  effective."  This  term 
would  give  MCOs  substantial  latitude  to  limit 
coverage  for  services  that  have  not  been  proven 
effective  scientifically  (a  standard  that  gener- 
ally does  not  exist  outside  of  drug  testing). 

The  most  extensive  and  complex  definition  of 
medical  necessity  in  a  mental  health  context 
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can  be  found  in  the  Nebraska  mental  health 
contract.  Under  this  contract,  the  following 
definition  is  used: 

The  term  medical  necessity  and  medically 
necessary  with  reference  to  a  covered  service 
means  health  care  services  and  supplies 
which  are  medically  appropriate  and  ( 1 )  nec- 
essary to  meet  the  basic  health  needs  of  the 
client;  1 2)  rendered  in  the  most  cost-effective 
manner  and  type  of  setting  appropriate  for  the 
delivery  of  the  covered  services;  (3)  consistent 
in  type,  frequency  and  duration  of  treatment 
with  scientifically  based  guidelines  of  national 
medical,  research  or  health  coverage  organiza- 
tions or  governmental  agencies;  (4)  consistent 
with  the  diagnosis  of  the  condition; 

(5)  required  for  reasons  other  than  the  conve- 
nience of  the  Client  or  his  or  her  physician; 

(6)  no  more  intrusive  or  restrictive  than  nec- 
essary to  provide  a  proper  balance  of  safety, 
effectiveness  and  efficiency;  (7)  of  demon- 
strated value;  and  (8)  a  no  more  intense  level 
of  services  than  can  be  safely  provided.  The 
fact  that  the  Physician  has  performed  or  pre- 
scribed a  procedure  or  treatment  for  a  particu- 
lar injury,  sickness  or  mental  illness  does  not 
mean  that  it  is  medically  necessary.  Services 
and  supphes  which  do  not  meet  the  definition 
of  medical  necessity  set  out  above  are  not 
covered  [emphasis  added]. 

Under  this  definition,  many  services  might 
remain  the  direct  responsibility  of  the  State 
agency  because  they  would  qualify  for  coverage 
under  Medicaid's  test  of  sufficiency.  (This  test 
specifies  neither  limitations  in  coverage  to 
"basic  health  needs"  nor  proof  of  nationally 
recognized  scientific  efficacy,  and  does  not 
permit  variation  by  diagnosis  or  condition.) 
This  would  be  particularly  true  in  the  case  of 
children,  given  the  divergence  between  the 
potential  application  of  this  standard  and  that 
of  the  EPSDT  program. 

Pediatric  medical  necessity  definitions  are 
rare;  definitions  specific  to  children's  mental 


health  are  rarer.  The  Utah  mental  health  con- 
tract, however,  contains  a  definition  of  pediat- 
ric medical  necessity  that  follows  the  Federal 
EPSDT  standard  and  specifies  to  contractors 
that  a  mental  health  service  is  covered  or  is 
"necessary  to  correct  or  ameliorate  a  mental 
illness  or  condition,  or  prevent  deterioration  of 
that  condition  or  the  development  of  addi- 
tional health  problems"  (see  table  2.7). 

4.  Coverage  of  Services  in  Treatment 
Plans  of  Other  Agencies  and  Court  Orders 

Of  great  importance  in  the  provision  of 
MH/SA  services  is  the  relationship  between 
contractor  coverage  duties  and  treatment  plans 
and  orders  issued  by  other  agencies,  including 
courts.  Under  commercial  insurance  princi- 
ples, services  ordered  by  courts,  schools,  or 
social  and  educational  agencies  would  com- 
monly be  denied  on  the  grounds  that  the  ser- 
vice is  free  or  educational  or  not  medically 
necessary  (i.e.,  not  ordered  by  a  medical  pro- 
fessional). In  the  absence  of  an  expressly 
stated  override  of  such  exclusions  (or  a  State 
law  or  regulation  requiring  contractors  to  pay 
for  such  services),  MCOs  probably  would  be 
considered  free  to  impose  such  limitations  on 
otherwise  covered  services  (courts  will  not 
impose  a  duty  under  a  contract  that  is  silent 
on  the  question).  In  such  a  situation,  the  State 
Medicaid  agency  would  remain  directly  obli- 
gated to  cover  such  services  if  medically 
necessary  and  if  otherwise  covered  under  the 
State  plan,  because  Federal  law  does  not 
incorporate  such  exclusions. 

States  vary  widely  in  how  they  approach  such 
services.  Some  States  expressly  exclude  ser- 
vices ordered  by  early  intervention  agencies 


28  Indeed,  in  the  case  of  services  ordered  by  special  education  or  early  intervention  agencies,  coverage  is  expressly 
mandated. 
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and  special  education  agencies  from  their  con- 
tracts while  others  include  them.  In  some 
instances,  MCOs  must  furnish  services  as 
ordered;  in  others,  MCOs  have  the  discretion 
to  override  treatment  orders  and  case  plans.  In 
certain  cases,  it  is  not  possible  to  discern  the 
State's  intentions  from  its  contract  language. 
For  example,  the  Delaware  RFP  provides  an 
extensive  description  of  its  early  intervention 
program  but  ends  with  the  following  note  (see 
table  2.8): 

Under  Part  H  DHSS  is  responsible  for  the 
coordination  of  all  available  resources  for 
early  intervention  services.  One  resource  ...  is 
Title  XIX  [Medicaid]....  [Eighty]  percent  of 
children  identified  as  Part  H  eligible  are  also 
Medicaid  eligible.  Since  many  services  pro- 
vided through  Part  H  are  EPSDT  services  as 
well,  the  two  programs  have  combined 
resources  to  ensure  services. 

This  language  leaves  unclear  the  duties  of  the 
MCO  to  cover  early  intervention  services  that 
are  also  part  of  its  EPSDT  contract  require- 
ments. The  provision  is  also  unclear  on 
whether  case  plans  developed  by  early  inter- 
vention or  education  agencies  will  bind 
MCOs,  even  if  the  service  itself  is  covered. 
However,  in  the  case  of  services  for  children  in 
out-of-home  placements,  Delaware's  contract 
offers  extensive  and  relatively  specific  guid- 
ance to  MCOs  regarding  their  contract  cover- 
age duties. 

Because  of  the  potential  consequences  to  indi- 
viduals who  fail  to  obtain  care,  court-ordered 
treatment  duties  are  a  particularly  important 
aspect  of  the  relationship  between  MCO  con- 
tract coverage  and  interagency  relationships. 
The  Florida  contract  requires  MCOs  to  "pro- 
vide up  to  30  inpatient  hospital  days  in  an 
inpatient  substance  abuse  treatment  program 
for  pregnant  women  whose  treatment  has 


been  court-ordered  and  meets  ICD-9  [Interna- 
tional Classification  of  Diseases-9th  Edition] 
criteria"  (see  table  2.8).  Other  than  allowing 
an  MCO  to  determine  whether  the  treatment 
meets  the  criteria,  the  provision  appears  to 
leave  an  MCO  with  no  discretion  to  deny  cov- 
erage ordered  by  a  court  in  the  case  of  inpa- 
tient care,  although  no  other  services  appear  to 
be  subject  to  this  absolute  specification.  Min- 
nesota, on  the  other  hand,  permits  MCOs  to 
independently  assess  the  medical  necessity  of 
court- ordered  treatment  and  establishes  an 
elaborate  system  for  allocating  financial  and 
service  responsibilities  among  MCOs  and 
other  agencies  (see  table  2.8): 

When  a  treatment  program  has  been  ordered 
by  a  court  for  a  [medical  assistance]  recipient 
who  is  enrolled  in  a  health  plan,  the  health 
plan  must  do  an  assessment  to  determine 
medical  necessity.... 

County  social  workers  or  probation  officers 
who  are  involved  in  making  a  recommenda- 
tion to  the  court  regarding  a  treatment  plan 
for  a  health  plan  enrollee  must  obtain  the 
approval  of  the  health  plan  prior  to  initiating 
a  diagnostic  evaluation,  recommendation,  or 
referral  for  treatment. 

When  the  health  plan  is  made  aware  of  the 
court  ordered  treatment,  but  only  after  an 
assessment  of  evaluation  by  the  outside  orga- 
nization has  been  performed,  the  plan  must 
review  the  assessment/evaluation  and  if  it  dis- 
agrees with  the  results  it  must  conduct  its 
own  assessment.  If,  after  performing  its  own 
assessment/evaluation,  the  health  plan  deter- 
mines that  the  services  are  not  medically 
necessary,  the  health  plan  will  not  be  respon- 
sible for  providing  the  services.  The  health 
plan  must  provide  its  enrollees  with  a  notice 
indicating  that  the  services  have  been  denied 
and  the  specific  reasons  for  the  denial.... 

When  an  organization  outside  the  health  plan 
does  the  assessment/evaluation  and  the 
health  plan  reviews  and  agrees  with  the  rec- 
ommended treatment,  the  health  plan  is  then 
responsible  for  providing  the  treatment 
through  its  provider  network,  or  at  its  option, 
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it  may  authorize  a  referral  for  the  out-of-plan 
provision  of  the  services....  When  the  health 
plan  has  been  consulted  in  court-ordered 
treatment  and  out-of-plan  treatment  is  rec- 
ommended, the  health  plan  is  not  responsible 
for  payment  of  the  court-ordered  treatment. 
The  County  will  bear  the  full  financial 
responsibility  in  such  cases. 

C.  Service  Duties 

Because  managed  care  represents  the  merger 
of  coverage  and  service,  States  make  a  major 
effort  in  developing  service  delivery  standards. 
In  Negotiating  the  New  Health  System,  we 
found  extensive  variation  in  States'  specifica- 
tions for  service  delivery;  this  should  not  be 
surprising  because  service  delivery  is  greatly 
affected  by  local  conditions.  Indeed,  within  a 
single  State  contract,  service  delivery  specifica- 
tions might  vary  considerably  for  different  ser- 
vice areas  within  the  State.  States  vary  not 
only  in  the  extent  to  which  they  address  cer- 
tain issues  but  in  the  degree  of  discretion  they 
allow  contractors  and  the  amount  of  detail 
they  use  to  describe  their  delivery  expecta- 
tions. These  findings  are  equally  applicable 
to  both  MH/SA  and  other  services. 

1.  Provider  Network  Standards 

Slightly  more  than  half  of  all  contracts 
reviewed  address  the  composition  and  struc- 
ture of  the  service  delivery  network  for  MH/SA 
services,  as  shown  in  table  3.1.  The  most 
detailed  specifications,  not  surprisingly,  are 
found  in  the  behavioral  health  care  carve-out 
contracts,  although  in  general  States  give  con- 
tractors considerable  discretion  to  develop 
their  own  service  networks  and  do  not  specify 
providers  or  classes  of  providers.  Florida's 
mental  health  contract  contains  relatively  pre- 
cise specifications  but  also  is  ambiguous  in 
several  respects  (see  table  3.1): 


Failure  to  adhere  to  [the  State's  minimum 
staffing  requirements!  or  the  staffing  stan- 
dards indicated  in  the  winning  proposal, 
whichever  are  greater,  may  result  in  termina- 
tion of  the  contract.... 

3.  The  contractor's  outpatient  staff  will 
include  at  least  one  Full-Time  Equivalent 
(FTE)  direct  service  mental  health  care  pro- 
vider per  1,500  prepaid  members.  The  agency 
expects  the  contractor's  staffing  pattern  for 
direct  service  providers  to  reflect  the  ethnic 
and  racial  composition  of  the  community.... 
Mental  health  care  case  managers  shall  not 
be  counted  as  direct  service  mental  health 
providers.... 

4.  For  all  persons  meeting  the  criteria  for  case 
management ...  the  contractor  shall  adhere  to 
the  staffing  ratio  of  at  least  1  FTE  mental 
health  care  case  manager  per  20  children,  and 
at  least  1  FTE  mental  health  case  manager 
per  40  adults.  .. 

While  the  Florida  contract  specifies  certain 
provider/patient  ratios  in  mental  health,  the 
contract  does  not  indicate  whether  the  upper 
limits  apply  to  each  MCO  provider's  entire 
patient  load  or  more  narrowly  to  its  Medicaid 
patients.  In  other  words,  it  is  unclear  whether 
the  total  number  of  patients  of  a  mental  health 
services  provider  must  be  1,500  or  whether 
any  single  provider  can  be  assigned  no  more 
than  1,500  Medicaid-sponsored  members. 

While  Florida  takes  a  relatively  specific 
approach  to  provider  network  specifications, 
Hawaii's  behavioral  health  care  carve-out  RFP 
notes  simply  that  the  MCO's  provider 
network  must  include  "behavioral  health 
specialists  who  have  admission  and  treatment 
privileges  in  a  general  acute  care  hospital  or 
psychiatric  facility"  (see  table  3.1).  Iowa  uses 
the  State's  fee-for-service  provider  base  to 
determine  the  sufficiency  of  its  MCOs'  behav- 
ioral health  networks.  Minnesota  requires  spe- 
cific subcontracts  with  a  "children's  mental 
health  collaborative,"  while  Missouri  gives 
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broad  general  guidance  regarding  the  composi- 
tion of  MH/SA  networks. 

It  is  important  to  stress  that  the  absence  of 
specifications  on  mental  health  and  addiction 
disorder  networks  does  not  mean  that  a  con- 
tractor undertaking  to  furnish  such  services 
has  no  obligations  in  this  area.  The  essence  of 
managed  care  is  the  timely  provision  of  cov- 
ered services  in  accordance  with  reasonable 
standards  of  medical  practice.29  Failure  by  an 
MH/SA  services  contractor  to  maintain  a  rea- 
sonably adequate  provider  network  probably 
would  be  considered  a  breach  under  most 
States'  general  specifications  on  network  ade- 
quacy and  might  expose  a  contractor  to  liabil- 
ity for  substandard  medical  practice.  However, 
a  State's  intentions  regarding  the  composition 
and  capabilities  of  its  MH/SA  network  would 
have  to  be  articulated  in  order  to  be  binding. 

2.  Self-Referrals 

Few  States  expressly  specify  that  MCO  enroll- 
ees  must  be  given  the  right  of  self-referral  (i.e., 
gaining  direct  access  to  a  specialist  without 
prior  authorization  of  the  plan  or  the  primary 
care  provider)  for  MH/SA  treatment.  Silence 
on  this  matter  would  permit  the  MCO  to  use 
its  own  operational  standards  applied  to  other 
sponsored  patients.  Both  the  Florida  and 
Hawaii  mental  health  contracts  contain  such 
provisions,  but  these  systems  are  limited  to 
individuals  with  serious  mental  illness.  These 
States'  general  service  agreements  do  not 
appear  to  track  their  specialty  documents  with 
respect  to  self- referrals.  However,  Massachu- 
setts, Minnesota,  Missouri,  Nebraska,  New 
York,  Ohio,  Rhode  Island,  and  Vermont  all 
appear  to  specify  at  least  some  level  of  self- 
referral  (see  table  3.4). 


3.  Utilization  Review  and  Prior 
Authorization 

Utilization  review  (UR)  and  prior  authoriza- 
tion are  the  processes  of  determining  medical 
necessity  (see  table  3.5).  Areas  in  which  States 
develop  specifications  include  general  UR 
requirements,  bans  on  the  use  of  prior  authori- 
zation for  certain  services,  specifications 
regarding  the  clinical  competence  of  UR  per- 
sonnel, time  lines  for  prior  authorization, 
access  to  prior  authorization  services,  and 
assessment  of  underutilization  resulting  from 
prior  authorization  as  part  of  an  ongoing  qual- 
ity assurance  program.  None  of  the  behavioral 
health  care  carve-out  contracts  we  reviewed 
addressed  all  these  issues  (indeed,  only  New 
Jersey  and  Pennsylvania  addressed  all  catego- 
ries). The  most  commonly  addressed  issue  is 
the  prohibition  of  prior  authorization  for 
emergency  services.  Nebraska  establishes 
specific  time  lines  for  responses  to  calls  for 
emergency  or  urgent  care  services. 

4.  Access  Time  Standards 

Although  the  prior  authorization  specifica- 
tions of  contracts  do  not  generally  address  the 
issue  of  intermediate  turnaround  time  for 
prior  authorization,  virtually  all  State 
contracts  and  RFPs  establish  general  time 
access  standards  that  would  apply  to  medically 
necessary  MH/SA  services  covered  under  the 
contract.  We  identified  12  contracts  and  RFPs 
that  refer  to  time  access  for  MH/SA  services, 
although  6  are  behavioral  health  care  carve- 
out  documents  (see  table  3.7). 

States  vary  considerably  in  the  times  they 
specify  for  services.  For  example,  the  Arizona 
general  services  agreement  specifies  that 


29  Law  and  the  American  Health  Care  System,  chs.  2  and  3. 
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"appointments"  for  nonemergency  mental 
health  services  must  be  furnished  within 
7  days  of  request.  (This  standard  for  appoint- 
ments of  course  may  not  equate  to  the  date  of 
the  actual  encounter  with  the  health  services 
provider.)  Delaware  follows  the  same  standard 
in  its  RFP.  Florida,  on  the  other  hand,  specifies 
that  nonemergency  cases  must  receive  an 
"assessment"  within  7  days  of  request. 
Nebraska  sets  a  4-week  limit  under  its  mental 
health  contract  for  "nonsymptomatic"  office 
visits  involving  children,  and  45  days  for 
adults. 

In  general,  the  Oregon  contract  contains  the 
most  detailed  specifications  regarding  the 
timely  delivery  of  MH/SA  services.  Oregon's 
contractors  must  be  able  to  "provide  emer- 
gency prescriptions  on  a  24-hour  basis."  The 
contract  also  specifies  timeliness  standards  for 
posthospital  discharge  appointments  ("no  later 
than  two  weeks  post-discharge")  and  services 
to  ensure  discharge  from  certain  residential 
placements  ("services  necessary  to  ensure  dis- 
charge within  5  working  days  of  receiving  a 
notification  of  readiness"). 

5.  Antidiscrimination  Provisions 

Federal  law  prohibits  several  forms  of  discrimi- 
nation by  recipients  of  Federal  funding.30  In 
addition,  most  States  have  civil  rights  statutes 
that  prohibit  discrimination  against  recipients 
of  public  funds  and  in  places  of  public  accom- 
modation on  Federal  grounds  as  well  as 
grounds  recognized  under  State  statute.31 
Nearly  all  State  Medicaid  managed  care  con- 
tracts and  RFPs  contain  express  prohibitions 
against  discrimination  by  contractors  on  the 


basis  of  race  and  ethnicity,  gender,  disability, 
and  language.  About  half  of  all  contracts  also 
prohibit  discrimination  on  the  basis  of  mental 
illness.  No  contracts  specifically  prohibit  dis- 
crimination based  on  substance  abuse  status. 
Discrimination  against  people  with  mental  ill- 
ness is  prohibited  even  in  the  case  of  managed 
care  plans  that  are  designed  exclusively  for 
people  with  MH/SA  disorders.  Several  behav- 
ioral health  care  carve- out  contracts  specifi- 
cally prohibit  one  or  more  types  of  discrimina- 
tory activities  based  on  mental  disability  (see 
table  3.10).  These  include  Florida  ("the  plan 
shall  not  discriminate  in  enrollment  or  provi- 
sion of  services"),  Hawaii  ("enrollees  shall 
be  served  without  discrimination"),  Iowa 
("non-discrimination  in  employment"),  and 
Nebraska  ("enrollment  discrimination  and 
pre-existing  conditions"). 

D.  Relationships  With  Other 
Public  Agencies 

Managed  care  has  a  profound  impact  on  the 
relationship  between  the  State  Medicaid 
agency  and  other  public  agencies,  as  well  as  on 
the  relationship  between  other  public  agencies 
with  responsibility  for  the  care  of  Medicaid 
beneficiaries  and  their  clients.  As  agents 
charged  with  the  administration  of  key  aspects 
of  the  Medicaid  program,  managed  care  con- 
tractors carry  out  Medicaid  agencies'  duties  to 
select  providers  and  handle  service  coverage 
and  payment,  duties  that  heavily  influence 
how  other  public  agencies  carry  out  their  activ- 
ities. Furthermore,  Medicaid  funds  compose  a 
large  part  of  the  total  public  funding  available 
for  mental  health  and  substance  abuse  services 


30  Sara  Rosenbaum,  et  al.,  "Civil  Rights  in  a  Changing  Health  Care  System,"  Health  Affairs  16:1  (Jan.-Feb.  1997):  90-106. 

31  Prohibited  bases  of  discrimination  under  Federal  law  include  race,  national  origin  and  ethnicity,  disability,  gender  (in 
employment],  and  age  (in  employment).  Other  possible  bases  of  prohibited  discrimination  under  State  law  include  reli- 
gion, gender  (in  provision  of  services),  and  sexual  orientation. 
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for  low-income  people  (making  up  approxi- 
mately 40  percent  of  mental  health  agencies' 
budgets,  according  to  semiannual  surveys  by 
the  Center  for  Mental  Health  Services). 
Medicaid  revenues  provide  financial  support 
for  many  of  the  State  and  local  agencies  that 
oversee  these  complementary  service  pro- 
grams. Finally,  data  from  provider  billing 
forms  submitted  to  Medicaid  agencies  histori- 
cally may  have  provided  information  to  related 
agencies  about  the  characteristics  of  patients 
served  and  the  services  furnished  (particularly 
in  the  case  of  public  health  and  notifiable- 
events  tracking).  Under  managed  care,  this 
source  of  data  may  disappear  or  be  extremely 
limited. 

As  of  the  end  of  1995,  State  Medicaid  agencies 
were  beginning  the  complex  task  of  reshaping 
their  relationships  (and  those  of  their  agents) 
with  the  rest  of  the  health  care  system,  most 
notably  other  public  agencies  with  overlapping 
duties.  A  number  of  these  agencies— particu- 
larly mental  health  and  substance  abuse  agen- 
cies; early  intervention  and  special  education 
agencies;  child  and  adult  welfare  agencies;  and 
juvenile  justice  and  correction  agencies — play 
a  crucial  role  in  the  care  of  persons  with 
MH/SA  disorders.  In  some  cases,  the  overlap- 
ping duties  include  the  payment  matters  dis- 
cussed earlier  in  this  study  (i.e.,  payment  for 
court- ordered  treatment  and  covered  services 
described  in  treatment  plans  of  early  interven- 
tion, child  welfare,  and  education  agencies). 
But  issues  related  to  the  relationship  between 
MCOs  and  public  agencies  may  extend  well 
beyond  matters  of  payment.  They  may  include 


issues  related  to  the  plan's  role  as  insurer, 
health  care  provider  and  service  arranger, 
health  care  standard-setter,  and  data  collection 
entity.  Areas  in  which  joint  efforts  may  be 
required  include  exchange  of  data,  access  to 
medical  and  other  records,  use  of  common 
assessment  and  treatment  tools,  joint  case 
planning,  and  even  management  of  care  while 
the  patient  is  without  health  insurance. 

Table  4.1  reflects  the  evolutionary  phase  of 
this  process  of  connecting  health  plans  to  pub- 
lic agencies.  In  some  instances,  the  lack  of 
specifications  undoubtedly  reflects  the  low 
penetration  of  managed  care  into  a  particular 
population  market  (e.g.,  the  elderly).  The  rela- 
tionship between  plans  and  agencies  may  also 
be  limited  for  other  reasons.  Medicaid  agencies 
and  other  agencies  may  be  unaware  of  the  full 
extent  of  their  preexisting  relationships  with 
other  agencies,  or  of  managed  care's  implica- 
tions for  those  relationships.  The  lack  of  link- 
ages may  also  arise  from  the  speed  with  which 
managed  care  has  been  established  in  many 
States  as  well  as  the  unfamiliarity  of  the 
industry  with  other  public  agencies.  In  some 
cases,  public  agencies  may  not  feel  that  a 
formal  agreement  with  health  plans  is  neces- 
sary and  may  prefer  to  work  informally 
instead.33  Finally,  as  noted  previously,  numer- 
ous States  carve  out  certain  services  from  their 
general  managed  care  service  plans  or  else 
exempt  them  from  managed  care  altogether. 

The  presence  of  a  carve- out  or  exemption  may 
lead  both  a  plan  and  a  public  agency  to  believe 
that  no  further  coordination  is  necessary.  But 


32  Center  for  Mental  Health  Services.  Mental  Health:  United  States,  1997  (Rockville,  MD,  1997). 

33  In  fact  however  the  activities  of  State  health  agencies  suggest  otherwise.  For  example,  several  State  Medicaid  agencies 
now  require  MCOs  to  develop  specific  memorandums  of  understanding  (MOU)  between  the  plan  and  the  local  health 
agency  in  each  community  in  which  the  contractor  does  business.  This  MOU  process  (which  is  used  in  California,  New 
York  and  Michigan  (or  example)  is  designed  to  foster  communication  and  cooperation  and  is  a  direct  outgrowth  of 
interagency  requirements  under  Federal  Medicaid  law  (Section  1902|a)(l  1)  of  the  Social  Security  Act). 
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because  managed  care  has  such  a  broad  impact 
on  how  health  care  is  delivered  generally,  the 
State  and  plan  need  a  close  working  relation- 
ship even  if  certain  benefits  are  separated  from 
the  MCO  contract.  Indeed,  this  study  under- 
scores the  fact  that  even  in  the  case  of  individ- 
ual service  carve-outs,  many  individuals  with 
complex  health  care  needs  who  are  under  the 
care  of  multiple  agencies  will  be  enrolled  in 
managed  care  plans.  As  a  result,  managed  care 
will  have  an  extraordinary  impact  on  the  oper- 
ations of  public  agencies  charged  with  the  care 
of  such  persons.  Thus,  significant  changes  are 
occurring  in  the  development  of  formal  rela- 
tionships between  health  plans  and  public 
agencies. 

The  areas  that  have  received  most  attention  at 
the  State  and  local  levels  are  health  plans'  rela- 
tionships with  State  and  local  public  health 
agencies,  school  health  clinics,  Women, 
Infants,  and  Children's  (WIC)  agencies,  and 
child  welfare  agencies.  Somewhat  less  than 
half  of  all  State  contracts  address  relationships 
between  health  plans  and  mental  health  and 
substance  abuse  agencies.  Common  inter- 
agency coordination  requirements  include 
referrals  by  plans  to  services  offered  by  other 
agencies,  coordination  of  case  management 
participation  in  the  development  of  treatment 
plans,  and  general  directives  to  share  informa- 
tion. States  describe  interagency  relationships 
in  various  levels  of  detail.  An  example  of  a  rel- 
atively specific  description  of  an  MCO's  inter- 
agency relationship  duties  can  be  found  in  the 
Massachusetts  contract  (see  table  4.1): 


Coordination  with  Community  Agencies: 
The  HMO  shall  implement  a  systematic  pro- 
cess for  coordinating  care  and  creating  link- 
ages for  services  with  external  organizations 
including  but  not  limited  to:  ...  Department 
of  Mental  Health,  Department  of  Social  Ser- 
vices, Department  of  Youth  Services,  Depart- 
ment of  Mental  Retardation.... 

Measure:  Provide  documentation  for  each  of 
the  above  listed  groups  that  demonstrates  the 
following: 

1 .  A  systematic  process  for  generating  or 
receiving  referrals  and  sharing  informa- 
tion; 

2.  A  systematic  process  for  obtaining  consent 
from  enrollees  to  share  individual  recipient 
medical  information; 

3.  Ongoing  coordination  efforts  (regularly 
scheduled  meetings,  newsletters,  joint 
community  based  project);  and 

4.  Flow  charts,  correspondence  or  brochures 
created  to  improve  coordination  and 
linkage. 

The  Minnesota  contract  also  contains  exten- 
sive specifications  regarding  relationships  that 
MCOs  are  expected  to  develop  with  public 
agencies. 

E.  Quality  Assurance  and  Data 
Reporting 

1.  Quality  Assurance 

All  State  contracts  require  MCOs  to  maintain 
an  internal  quality  assurance  and  manage- 
ment system,  but  States  vary  in  the  quality 
assurance  procedures  they  include  in  their 
contracts  with  MCOs.34  All  the  specialized 
behavioral  health  care  carve-out  contracts 
except  for  those  of  Utah  and  Iowa  specify 
evaluation  of  grievances  and  complaints  as  a 


Federal  conditions  of  participation  for  Medicaid-participating  HMOs  as  well  as  State  licensure  and  public  health  laws 
may  impose  on  plans  additional  conditions  of  participation  related  to  quality  assurance.  See,  generally,  Jane  Horvath, 
Emerging  Challenges  in  State  Regulation  of  Managed  Care  (National  Academy  for  State  Health  Policy,  Portland,  ME, 
1996|. 
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quality  assurance  activity.  States  vary  on  the 
issue  of  external  review  of  contractor  perfor- 
mance as  a  contract  matter,  although  such 
reviews  are  required  under  Federal  law  and 
also  are  required  by  the  Health  Care  Financing 
Administration  as  a  condition  of  participation 
in  Section  1115  demonstrations. 

Of  particular  interest  are  specifications  regard- 
ing clinical  practice  guidelines  and  clinical  care 
studies  for  continuous  quality  improvement 
(CQI);  specifications  of  this  detail  would  likely 
not  be  addressed  in  statutes  or  regulations 
(other  than  perhaps  as  a  general  directive  to 
provide  such  studies  and  guidelines).  Three 
States  offering  behavioral  health  care  carve- out 
contracts  (Florida,  Nebraska,  and  Washing- 
ton) specify  clinical  CQI  studies  as  an  express 
contract  duty,  while  four  States  (Washington, 
Nebraska,  Hawaii,  and  Iowa  in  its  SA  con- 
tract) specify  the  use  of  clinical  practice  guide- 
lines in  their  behavioral  health  care  carve- out 
plans.  The  specifications  are  broadly  worded 
and  give  the  plans  considerable  discretion  in 
developing,  applying,  and  testing  their  practice 
standards  and  clinical  CQI  studies. 

The  Nebraska  contract  (see  table  5.1)  specifies 
that  contractors  must 

Submit  on  a  semi-annual  basis,  information 
on  QA  studies  undertaken  during  the  previ- 
ous time  period.  Such  information  shall 
include  sufficient  detail  on  purpose,  scope, 
methods,  findings,  and  outcome  of  such  stud- 
ies to  enable  the  Department  to  understand 
the  impact  of  the  studies  on  OPTIONS  health 
care  delivery  system. 

Washington  State  specifies  that 

The  Quality  Assurance  Plan  should  generally 
include  the  following  elements  of  quality 
review:  focus  on  mental  health  outcomes, 
appropriate  use  of  clinical  guidelines  and 


quality  indicators,  analysis  of  clinical  care  and 
related  services.... 

2.  Data  Reporting 

More  than  half  of  all  the  contracts  and  RFPs 
reviewed  address  to  some  degree  the  obligation 
of  contractors  to  report  data  on  the  use  of 
MH/SA  services.  About  a  quarter  address  pro- 
cess-of-care  and  outcome  measures.  Hawaii 
(behavioral  health  care  carve-out),  Massachu- 
setts, New  Hampshire,  and  New  Jersey  all 
require  at  least  five  different  categories  of 
MH/SA-related  data,  while  Oregon's  behav- 
ioral health  care  carve- out  contract  addresses 
four  categories  of  data.  The  Oregon  contract 
describes  the  type  of  quality- of-care  measure- 
ment system  the  State  expects  contractors  to 
develop  and  the  elements  that  a  contractor's 
system  must  reflect.  Florida  simply  specifies 
that  outcomes  data  must  be  reported  but  also 
details  a  range  of  critical  incidents  that  con- 
tractors must  report  to  the  State  agency  and  to 
the  "appropriate  district  Alcohol,  Drug,  and 
Mental  Health  office"  (see  table  5.3). 

The  most  detailed  and  broadest  set  of  contrac- 
tual reporting  specifications  in  the  area  of 
MH/SA  treatment  can  be  found  in  the  Massa- 
chusetts contract,  which  requires  submission 
of  a  broad  range  of  utilization,  process- of-care, 
and  outcomes  data,  including  data  on  func- 
tional status  and  patient  satisfaction  as  well  as 
comparison  data  for  the  Medicaid  and  com- 
mercial populations  (see  table  5.3): 

The  HMO  shall  collect  (mental  health]  and 
[substance  abuse]  information  as  required  by 
the  Division  with  the  understanding  that 
such  information  should  assist  internal  HMO 
quality  assurance  efforts. 

Measure:  Provide  the  following  data  and  anal- 
yses, as  well  as  actions  taken  or  planned  as  a 
result  of  such  data  collection  efforts. 
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A.  The  five  (5)  most  frequent  and  the  five  (5) 
most  costly  hospital  admissions  for  the 
Medicaid  population  as  compared  to  the 
commercial  population,  by  diagnostic  (ICD- 
9).  Diagnoses  should  be  reported  on  a  3-digit 
level.... 

For  the  Medicaid  and  commercial 
populations: 

What  are  the  ALOS  [average  length  of  stay] 
and  Days  per  1000  for  Inpatient  Mental 
Health  Visits? 

Mental  Health  and  Chemical  Dependency: 
Discharge,  average  Length  of  Stay,  reported  by 
age  and  gender.... 

For  the  Medicaid  and  commercial 
populations: 

What  are  the  top  5  mental  health  diagnoses 
for  hospital  admissions? ... 


Outcomes  Measurement ...  The  HMO  shall 
evaluate  the  outcome  of  treatment  provided 
through  the  HMO  for  MH  and  SA.  The  HMO 
shall,  at  a  minimum,  implement  a  level  of 
functioning  scale  and  member  satisfaction 
survey  in  measuring  outcomes  of  care.... 

Measure: ...  Provide  a  full  description  of  all 
MH  and  SA  outcome  measurement  activities 
...  that  includes  the  following  ...  the  process 
for  selecting  the  specific  outcome  measure- 
ment activity;  the  goal  of  each  outcome  mea- 
surement activity;  the  measurement  design 
and  definition  of  each  outcome  measurement 
activity;  the  data  collection  methodology  for 
each  outcome  measurement  activity;  and  the 
findings  of  each  outcome  measurement  activ- 
ity; and  any  actions  taken  or  planned  as  a 
result  of  such  measurement  activity. 
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Conclusions  and  Recommendations 


The  findings  in  this  study  of  MH/SA  disorder  treatment  and  prevention  in  Medicaid  man- 
aged care  contracts  are  consistent  with  the  broader  set  of  findings  in  Negotiating  the  New 
Health  System.  Medicaid  comprehensive-risk  agreements  for  managed  care  services  vary 
among  States;  moreover,  within  any  given  State,  a  contract  will  address  issues  with  vary- 
ing degrees  of  specificity.  All  State  managed  care  systems,  even  those  that  do  not  special- 
ize in  the  treatment  and  prevention  of  MH/SA,  will  include  members  with  MH/SA 
disorders.  States  generally  give  plans  considerable  discretion  in  selecting,  organizing,  and 
paying  their  provider  networks.  Coverage  may  be  extensive,  but  important  services  to 
people  with  MH/SA  disorders  may  remain  the  direct  responsibility  of  the  Medicaid 
agency,  and  coverage  may  be  described  ambiguously,  particularly  for  services  ordered 
by  courts  or  other  State  agencies. 


Most  contracts  give  plans  the  discretion  to  use 
definitions  of  medical  necessity  that  may 
result  in  the  denial  of  coverage  for  benefits  and 
services  that  are  required  under  Federal  law.  As 
a  result,  Medicaid  managed  care  enrollees  are 
either  explicitly  or  implicitly  left  with  two 
sources  of  coverage:  their  plan  and  Medicaid. 
Indeed,  patients  in  States  that  use  both  general 
contractors  and  mental  health  carve-out  plans 
may  have  triple  coverage — the  general  plan, 
the  special  plan,  and  the  State — and  there  may 
be  no  clear  delineation  of  which  entity  is  the 
primary  payer  for  a  particular  service  or  diag- 
nostic treatment.  As  of  the  end  of  1995,  States 
were  only  beginning  to  address  the  complex 
issues  in  the  coordination  of  managed  care  ser- 
vices with  those  offered  to  persons  with 
MH/SA  by  other  agencies.  States  show  signifi- 
cant interest  in  managed  care  quality  mea- 
sures and  quality  assurance  procedures  in  the 
areas  of  MH/SA  disorders,  although  their 
approaches  vary  considerably. 


This  study  represents  a  snapshot  of  managed 
care  contracts  and  related  documents  as  of  the 
end  of  1995.  We  believe  that  this  study  should 
be  repeated  later,  because  many  aspects  of 
these  agreements  are  be  expected  to  change  as 
States  acquire  more  experience  in  managed 
care  purchasing  and  as  enrollment  of  persons 
with  significant  health  care  needs  grows. 
Nonetheless,  this  review  of  managed  care  con- 
tracts contains  important  policy  implications. 

In  Negotiating  the  New  Health  System,  we 
made  several  recommendations  that  apply  to 
MH/SA  disorders  as  well.  First,  we  believe  that 
purchasers,  plans,  related  health  agencies,  pro- 
viders, and  consumers  would  benefit  from  a 
joint  effort  to  develop  recommended  purchas- 
ing specifications  for  managed  care  in  the 
areas  of  MH/SA  disorder  treatment  and  pre- 
vention. Organizing  and  financing  health  care 
for  persons  with  MH/SA  disorders  are  among 
the  most  complex  of  all  health  care  challenges 
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because  of  these  patients'  range  of  needs  and 
the  variety  of  services  and  service  settings  they 
require.  The  varying  descriptions  of  service 
benefits  and  delivery,  as  well  as  enrollment 
and  disenrollment  of  persons  with  MH/SA, 
suggest  significant  uncertainty  in  approach 
that  might  be  reduced  through  a  joint  effort  to 
develop  a  shared  set  of  specifications. 

Second,  treatment  and  prevention  of  MH/SA 
disorder  provide  a  compelling  illustration  of 
the  inherent  difficulty  in  translating  Medicaid 
coverage  into  the  language  and  operation  of 
managed  care.  Managed  care  organizations 
that  enter  into  comprehensive-risk  agreements 
with  Medicaid  agencies  use  commercial  insur- 
ance concepts  of  coverage.  These  concepts  rely 
on  notions  of  curative  care,  the  restoration  of 
normal  functioning,  and  the  exclusion  of  ser- 
vices that  may  not  be  medically  necessary  in 
the  sense  that  they  are  approved  by  the  man- 
aged care  organization  but  may  nonetheless  be 
legally  necessary  (i.e.,  deemed  necessary  by  a 
court  or  a  special  education  agency  following 
evaluation  by  outside  experts).  The  potential 
for  variation  between  Medicaid  coverage  prin- 


ciples and  those  of  commercial  insurance  may 
be  particularly  great  in  the  case  of  pediatric 
coverage  because  of  the  unique  standard  of 
medical  necessity  that  governs  benefit  deter- 
minations under  the  EPSDT  program.  The 
task  of  sorting  through  Medicaid  coverage 
requirements  and  deciding  which  Medicaid 
coverage  duties  are  appropriate  for  managed 
care  and  which  should  remain  the  responsibil- 
ity of  State  agencies  is  extremely  complicated. 
Clarity  and  consensus  would  reduce  the  poten- 
tial for  confusion  and  misallocation  of  respon- 
sibilities. The  issue  of  allocating  responsibility 
is  especially  important  for  persons  with 
MH/SA  disorders  and  their  families. 

Finally,  we  recommend  that  decisions  about 
directions  in  Medicaid  managed  care  purchas- 
ing in  the  areas  of  MH/SA  disorders  be  accom- 
panied by  the  development  of  recommended 
draft  contract  and  RFP  specifications  to  help 
Medicaid  agencies  translate  their  intentions 
into  the  language  of  contracts.  Developing  ade- 
quate contract  language  is  difficult,  and  agen- 
cies would  benefit  from  assistance. 
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Appendix  A:  Methodology 


This  is  a  point-in-time  descriptive  study  of  standard  service  agreements  (and  certain  sup- 
porting documents)  between  Medicaid  agencies  of  36  States  and  the  District  of  Columbia 
and  managed  care  organizations  that  operate  on  a  "comprehensive  risk"  basis  as  the 
term  is  used  in  Federal  Medicaid  law  (i.e.,  those  that  are  capitated  for  both  inpatient  and 
outpatient  care).  This  study  focuses  solely  on  comprehensive-risk  contracts  because  of 
their  growing  importance  in  the  dehvery  of  Medicaid  managed  care.  Thus,  this  study 
excludes  contracts  between  State  Medicaid  agencies  and  individual  providers  of  managed 
care  services  for  primary  care  case  management  as  well  as  "partial  risk"  agreements 
involving  MCOs  operating  on  a  partial-financial-risk  basis  (i.e.,  plans  capitated  for  less 
than  comprehensive  care). 


This  study  is  limited  to  the  RFPs  and  the  final 
standard  agreements  developed  by  States.  It 
would  be  impossible  to  study  every  executed 
agreement.  During  negotiation  with  its 
MCOs,  an  agency  might  significantly  modify 
aspects  of  its  standard  agreement  to  the  needs 
and  capabilities  of  the  contractor.  However, 
State  procurement  laws  and  contracting  proce- 
dures require  a  significant  degree  of  uniformity 
among  agencies.  We  therefore  believe  that 
these  standard  agreements  are  sufficiently  rep- 
resentative of  the  contractual  expectations  of 
purchasers  to  constitute  a  reliable  baseline 
snapshot  of  the  content  and  structure  of  full- 
risk  managed  care  agreements. 

Between  September  1995  and  January  1996, 
we  contacted  all  States  and  sought  informa- 
tion on  whether  they  contracted  with  compre- 
hensive-risk MCOs  to  serve  at  least  some 
portion  of  their  populations.  We  asked  States 
to  contribute  to  our  study  if  they  offered  (or 
were  preparing  to  offer  through  an  RFP)  enroll- 
ment in  full-risk  managed  care  plans  as  a 
managed  care  enrollment  option  at  the  time  of 


the  study.  A  total  of  36  States  and  the  District 
of  Columbia  agreed  to  participate  and  submit- 
ted a  total  of  45  sets  of  contracts  and  support- 
ing documents.  These  documents  included  36 
comprehensive  service  agreements  (covering  a 
full  range  of  services  for  preventive  and  acute- 
care  services)  and  9  contracts  designed  exclu- 
sively for  behavioral  health  care  carve- outs 
(i.e.,  for  MH/SA  disorders). 

With  the  assistance  of  several  advisory  groups, 
we  then  developed  a  series  of  review  instru- 
ments to  analyze  the  contracts.  For  the  princi- 
pal study  (i.e.,  all  aspects  of  the  study  except 
those  that  specifically  dealt  with  tuberculosis 
treatment  and  prevention  and  treatment  for 
persons  with  MFI/SA  disorders),  we  consulted 
with  an  advisory  group  as  well  as  a  peer-review 
group.  Both  groups  included  persons  with  a 
range  of  expertise,  including  State  Medicaid 
agency  officials  and  their  representatives,  rep- 
resentatives of  MCOs,  community  health  pro- 
viders, and  beneficiary  representatives.  In 
developing  the  mental  health  and  tuberculo- 
sis-related supplemental  review  instruments, 
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we  consulted  with  experts  in  communicable 
disease,  public  health,  mental  health,  and 
addiction  disorder  treatment  and  prevention. 

We  then  conducted  a  preliminary  review  of 
five  of  the  most  extensive  contracts,  prepared  a 
350-question  general  review  instrument  that 
covered  every  aspect  of  the  agreements,  and 
supplemented  this  instrument  with  about 
100  questions  posed  by  our  advisory  panels. 
Draft  instruments  were  then  circulated  to 
reviewers  for  comments. 

A  team  of  seven  attorneys  reviewed  the  docu- 
ments against  the  instruments.  Each  contract 
or  RFP  was  reviewed  once  against  the  review 
instruments  and  a  second  time,  after  data 
were  extracted,  to  verify  the  database. 

We  designed  the  review  instruments  to  find 
out  whether  a  particular  document  had  provi- 
sions relating  to  a  particular  topic,  not 
whether  a  contract  met  a  certain  predefined 
standard  of  performance  (because  there  are  few 
such  standards,  such  a  project  could  not  be 
done).  We  did  not  design  this  study  to  identify 
right  or  wrong  answers,  nor  did  we  assign  cer- 
tain values  to  certain  answers.  Instead,  we 
designed  this  study  to  determine  whether  pur- 
chasing contracts  addressed  certain  issues  at 
all. 

The  issue  of  whether  a  contract  addresses  a 
particular  issue  sounds  relatively  simple,  but 
in  fact  it  is  extremely  complex.  The  attorneys 
and  researchers  who  worked  on  the  project 
met  continuously  to  discuss  problems  that 
arose  as  they  attempted  to  interpret  various 
elements  of  each  contract.  Several  rules  of  con- 
struction were  adopted  to  guide  reviewers. 
First,  if  a  contract  mentioned  an  issue  at  all, 
reviewers  treated  it  as  having  provisions 


related  to  the  issue,  regardless  of  how  brief  the 
reference  might  be.  Second,  where  a  document 
was  vague,  we  interpreted  it  in  the  light  most 
favorable  to  the  drafter  (even  though  this  rule 
is  contrary  to  the  one  that  a  court  might  apply 
in  interpreting  the  contract). 

Attorneys  working  with  the  project's  data 
manager  then  prepared  a  series  of  tables  from 
the  database  of  instrument  questions  and 
extracted  contract  data.  The  tables  illustrate 
the  issues  set  forth  in  the  domains  noted  in 
figure  1  of  the  report.  At  this  stage,  additional 
quality  control  measures  included  repeated 
review  of  contracts,  extensive  citation  check- 
ing by  law  students,  and  verification  by 
another  attorney  reader  who  had  experience 
on  the  topic.  Each  table  shows  whether  a  con- 
tract contains  any  reference  to  a  given  issue. 
Following  each  table  is  a  text  appendix  that 
permits  the  reader  to  see  the  words  a  State 
uses  to  address  a  particular  issue.  This  appen- 
dix allows  for  comparison  of  how  States 
address  each  issue. 

As  a  final  check  on  accuracy,  we  sent  draft 
tables  to  State  Medicaid  agencies  for  review 
and  comment,  and  20  of  37  States  responded 
in  writing.  Wherever  a  State  agency  official 
disagreed  with  a  particular  finding  (a  relatively 
rare  occurrence  given  the  tens  of  thousands  of 
individual  entries  for  each  State),  the  project 
staff  deferred  to  the  State  agency  and  made  the 
change.  The  far  more  common  type  of  correc- 
tion following  a  State's  review  was  the  addi- 
tion of  provisions  overlooked  in  our  initial 
reviews.  Because  the  data  input  for  each  State 
involved  the  extraction  of  extensive  document 
excerpts  in  response  to  each  question,  most  of 
the  initial  errors  were  omissions  rather  than 
actual  differences  in  interpretation.  We  also 
made  additions  to  reflect  States'  subsequent 
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modifications  to  their  1995  contracts;  when  a 
State  sent  language  from  a  newer  contract,  it 
was  included  as  a  table  annotation  in  italics. 

As  with  any  research  project,  these  data  do  not 
reflect  the  world  at  the  time  of  publication  of 
our  findings.  Rather,  data  reflect  RFPs  and 


contracts  through  December  1995  and  may 
have  been  modified  or  replaced  since  then. 
Contracts  horn  1996  and  1997  are  being  col- 
lected for  inclusion  in  an  updated  database 
and  results  will  be  published  at  the  beginning 
of  1998. 
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Appendix  B:  Tables 

These  tables  do  not  include  the  full  text  that  was  originally  developed  for  this  report  If 
you  would  like  a  copy  of  the  1,000-page  tables  with  text,  please  contact  the  SAMHSA 
Knowledge  Exchange  Network  (KEN)  at  1-800-789-2647. 
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Table  1.1— Managed  care  enrolled  populations 


Does  the  contract  or  RFP  address  whether  certain  categories  of  recipients  are  included  or  excluded  from  the  plan? 


AFDC 

AFDC-related 

* 

* 

• 

• 

• 
• 

• 

• 

• 

• 

• 

•IE 

• 

A 

Pnnr  rhiltirpn 

Poor  pregnant  women 

• 

• 

• 

• 
• 

• 
• 

• 
• 

• 
• 

• 

E 

• 

E 

• 

• 

# 

• 

• 

• 

• 

mil 

• 

A 

•11 

• 

Persons  with  disability 

• 

w 

W 

•  /F 

• 

• 

mil 

•ii 

E 

•11 

•11 

Homeless  persons 

- 

m 

• 

Refugees 

• 

• 

E 

m 

• 

• 

E 

• 

Persons  with  mental  illness 

• 

m 

mil 

m 

• 

Persons  with  addictive 
disorders 

• 

m 

• 

Elderly 

• 

mil 

• 

•/E 

E 

• 

mil 

m 

E 

E 

• 

• 

• 

•11 

Residents  of  long-term  care 
facilities 

E 

•11 

E 

E 

E 

E 

E 

mil 

mil 

•ii 

All 

E 

E 

Persons  needing  long-term 
home  and  community  care 

E 

•/E 

• 

• 

• 

•11 

Children  in  foster  care  or 
out-of-home  placement 

• 

E 

• 

• 

E 

• 

• 

• 

• 

I 

• 

• 

Others 

• 

E 

• 

• 

E 

E 

mil 

E 

mil 

m 

mil 

mil 

E 

mil 

• 

•11 

E 

•11 

•  means  that  an  issue  was  addressed  in  the  contract  or  RFP 

E  means  that  the  enrollment  category  has  been  explicitly  excluded  from  the  contract  or  RFP. 

•II  means  that  certain  groups  within  an  enrollment  category  have  been  explicitly  excluded  from  the  contract  or  RFP. 

A  means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


mble  1.1-Managed  care  enrolled  populations  (Continued) 
;  the  contract  or  RFP  address  whether  certain 


:i^^^^^d*«  excluded  from  the  plan? 


NH  NJ 


NC  i  OH 


PA  I   HI   I  TN  I  TX 


VT  VA 


FULL  MH 


FULL  MH 


FULL  I  MH 


FULL!  MH 


Residents  of  long-term  care 
facilities 


Persons  needing  long-term 
home  and  community  care 


Children  in  foster  care  or 
out-of-home  placement 


Others 


•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


.JSfc. 


6. 


En 


Pregnant  women 


Homeless  persons 
Non-English  speakers 


Adults  with  mental  illness 


Children  with  mental  illness 


Persons  in  inpatient  settings 


means  that  an  issue  was  addressed  in  the  contract  or  RFP 
means  that  State  revisions  of  contracts  or  RFP  made  after  the 


study  period  were  incorporated  at  the  State's  request. 


"Bible  1.2— Special  enrollment  procedures  for  certain  populations  (Continued) 


Does  the  contract  or  RFP  address  provisions  regarding  specific  enrollment  procedures  for  certain  categories  of  plan  enrollees?  

NE 

NH 

NJ 

NY 

NC 

OH 

OR 

PA 

Rl 

TN 

TX 

UT 

VT 

VA 

WA 

wv 

Wl 

FULL 

MH 

FULL 

MH 

FULL 

MH 

FULL 

MH 

FULL 

MH 

Pregnant  women 

• 

• 

• 

• 

• 

• 

Newborns 

• 

• 

• 

• 

w 

W 

w 

• 

• 

• 

• 

▲ 

Children  in  State  or  juvenile 
custody 

W 

• 

▲ 

Minrant  families 

Homeless  persons 

Non-English  speakers 

• 

• 

Persons  in  ongoing 
treatment 

• 

• 

• 

• 

A 

Adults  with  mental  illness 

• 

• 

▲ 

Adults  with  addictive 
disorders 

• 

A 

Children  with  mental  illness 

• 

• 

▲ 

Children  with  addictive 
disorders 

• 

▲ 

Persons  in  inpatient  settings 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Persons  in  residential 
treatment 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


Table  1.5— Disenrollment  of  members 


Does  the  contract  or  RFP  address  policies  and  procedures  for  disenrolllng  plan  members? 


DE 

■ 

DC 

FL 

GA 

FU 

HI 

—  IL 
1 

IA 

 ,  <  KS 

KY 

ME 

MO 

MA 

Ml 

MN 

MO 

MT 

AZ 

CA 

CO 

CT 

FULL 

MH 

LL 

II 

m 

SA 

mmmm 

Plan  disenrollment  for  loss 
of  coverage  or  eligibility 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Plan  disenrollment  for  cause 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Agency  approval  process  for 
plan  disenrollment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Consumer  protections  on 
plan  disenrollment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

F                                Does  the  contract  or  RFP  address  policies  and  procedures  for  disenrolllng  plan  members? 

NE 

NY 

ur 

OH 

OR 

PA 

Rl 

TN 

TX 

.Jt-J 

VT 

VA 

WA 

wv 

Wl 

FULL 

MH 

NH 

NJ 

FULL 

* —  111 

FULL 

MH 

FULL 

MH 

FULL 
■■i 

MH 

Plan  disenrollment  for  loss 
of  coverage  or  eligibility 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

m 

• 

Plan  disenrollment  for  cause 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Agency  approval  process  for 
plan  disenrollment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Consumer  protections  on 
plan  disenrollment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 


Table  2.2 — Mental  health  and  substance  abuse  services 


-J 


Does  the  contract  or  RFP  address  coverage  of  specified  mental  health  and  substance  abuse  services? 

AZ 

CA 

CD 

CT 

DE 

nr 

1 

:L 

GA 

HI 

IL 

IA 

KS 

KY 

ME 

MD 

MA 

FULL 

MH 

FULL 

j  BH 

MH 

SA 

Ml 

MN 

MU 

ml 

Screening,  assessment,  and 

Hi  m  nncic 

uidynusis 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Prescribed  drugs 

• 

• 

• 

• 

• 

• 

• 

Referrals 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Medication  management 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Individual  therapy 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Family  therapy 

* 

* 

* 

• 

• 

* 

Group  therapy 

• 

• 

• 

• 

• 

Nonhospital  residential 
detoxification 

• 

• 

• 

• 

• 

Hospital  detoxification 

• 

* 

• 

• 

• 

# 

• 

Outpatient  treatment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Short-term  residential 
(includes  hospital) 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Long-term  residential 

• 

Partial  day  treatment 

• 

• 

• 

• 

• 

• 

Crisis  care 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Inpatient  care  for  persons 
under  21 

• 

• 

• 

• 

• 

Preventive  health  services 

• 

• 

• 

• 

• 

• 

Transportation 

• 

• 

• 

Care  coordination/case 
management 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Other 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


u 

CO 


Q 


O 

»3 


Table  2.2— Mental  health  and  substance  abuse  services  (Continued) 


RFP  address  coverage  of  specified  mental  health  and  substance  abuse  services? 


Screening,  assessment,  and 
diagnosis   


Prescribed  drugs 


Referrals 


Medication  management 


Individual  therapy 


Family  therapy 


Group  therapy 


Nonhospital  residential 
detoxification 


Hospital  detoxification 


Outpatient  treatment 


Short-term  residential 
ncludes  hospital) 


Long-term  residential 


Partial  day  treatment 


Crisis  care 


Inpatient  care  for  persons 
under  21 


Preventive  health  services 


Transportation 


Care  coordination/case 
management 


Other 


FULL  MH 


NH  !  NJ  — 


NC  OH 


PA      Rl      TN  TX 


VT  VA 


FULL  i  MH 


FULL  MH 


FULL  MH 


FULL  MH 


means 


that  an  issue  was  addressed  in  the  contract  or  RFP 


Table  2.6— Urgent  care  and  emergency  care  services 


Does  the  contract  or  RFP  address  coverage  of  services  for  urgent  and  emergency  conditions? 


Does  the  contract  or  RFP  address  coverage  of  services  for  urgent  and  emergency  conditions? 


NE  NY  OR 

NH      NJ  NC  OH 

FULL    MH  FULL    MH  FULL  MH 


UT  WA 
PA       Rl      TN      TX  VT  VA 

FULL    MH  FULL  MH 


WV  i  Wl 


Urgent  Care 


Coverage 
Definition 


Emergency  Care 
Coverage 


Definition 


Nonplan  provider  services 


Definition  of  emergency 
specific  to  mental  health  or 
substance  abuse 


means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


S 


3 

V) 


a. 

B 

E: 
> 

3 

2. 
31 


Table  2.7— Medical  necessity  definitions 


^oelthe  contract  or  RFP  contain  provisions  related  to  defining  the  "medical  necessity- 
standards  a  plan  shoulS  use  In  making  coverage  determinations? 


AZ  I  CA     CO     CT  I  OE  i  DC 


KS  1  KY      ME     MD     MA      Ml      MN     MO  MT 


FULL  MH 


FULL  BH 


MH  SA 


WA 

NY  OR       t  Pi  I   HI  1  TN      TX  L— T  I  "      VA  r-  -    WV  Wl 

r  "   NH      NJ   -r   NC      OH  U-^r— H  ™  fFULLllnl  FULL    MH  | 

TuIlT^T  |FULL    MH  ,  FULL    MH  j 


General  coverage  rule 


General  definition 


Pediatric  medical  necessity 


Mental  health  or  substance 
abuse  related  medical 
necessity 


Pregnancy-related  medical 
necessity 


TB-related  medical  necessity 


means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


Table  2.8 — Services  in  treatment  plans  of  other  agencies  and  court  orders 


Does  the  contract  or  RFP  address  coverage  of  services  in  specified  treatment  plans 
of  other  agencies  and/or  orders  of  certain  agencies  or  the  judicial  system? 


Children  in  foster  care  or 
out-of-home  placement 


Services  in  court  orders  or 
justice  system  plans 


Mental  health  agency 
treatment  plan 


Substance  abuse  agency 
treatment  plan 


•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 
Individual  Family  Service  Plan 
Individual  Education  Plan 


m 
S 


m 
S 
*% 

2. 

B 
s; 

$ 
3 

Q. 
i 


S 


Table  2.8-Services  in  treatment  plans  of  other  agencies  and  court  orders  (Continued) 


Does  the  contract  or  RFP  address  coverage  of  services  in  specif led i  ^atment  Plans 
of  other  agencies  and/or  order  of  certain  agencies  or  the  Judicial  system? 


full!  mh 


NH  i   NJ  1 


NC  OH 


PA      Rl       TN   i  TX 


;   VT   !  VA 


FULL  MH 


FULL  MH 


FULL  MH 


FULL  MH 


Children 

placement 

Services  in  court  orders  or 
justice  system  plans 


Mental  health  agency 
treatment  plan 


Substance  abuse  agency 
treatment  plan 


•  means  that  an  issue  was  addressed  in  the  contract  or  RFP. 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  States  request. 
Individual  Family  Service  Plan 

*  *    Individual  Education  Plan 


Table  3.1 — Provider  network  standards 


Does  the  contract  or  RFP  contain  any  provisions  regarding  types  or  number  of  providers  to  be  included  in  the  plan's  network? 


FL  HI  IA 

AZ      CA     CO      CT      DE      DC   r  j  GA  }   -    IL   j  ,   KS     KY     ME     MD     MA     Ml     MN     MO  MT 

FULL  j  MH  i  FULL    BH  MH  SA 


Primary  care  providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Primary  care  provider- 
patient  ratios 

• 

• 

• 

* 

• 

• 

• 

• 

• 

• 

• 

• 

• 

* 

Specialty  care  providers 

• 

• 

• 

• 

• 

• 

• 

• 

Specialty  care  provider- 
patient  ratios 

• 

• 

• 

Hospitals  and  other 
institutions 

• 

• 

• 

• 

• 

• 

• 

Obstetric  providers 

• 

• 

• 

• 

• 

• 

• 

Pediatric  providers 

• 

• 

• 

• 

• 

• 

• 

• 

Pharmacies 

• 

• 

• 

• 

• 

• 

• 

• 

Mental  hearth  and  substance 
abuse  providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Traditional  and  safety  net 
providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 

▲    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


Table  3.1— Provider  network  standards  (Continued) 


Does  the  contract  or  RFP  contain  any  provisions  regarding  types  or  number  of  providers  to  be  included  In  the  plan  s  network? 

NE 

NY 

NC 

OH 

OR 

PA 

Rl      TN  ' 

TX 

UT 

■  VT 

VA 

WA 

1 

wv 

Wl 

FULL 



MH 

Nn 

NJ  r 

FULL 

MH 

FULL 

MH 

: 

FULL  i  M 

H  I 

FULL 

MH 

Primary  care  providers 

• 

• 

• 

w 

# 

• 

• 

• 

• 

• 

Primary  care  provider- 
patient  ratios 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Specialty  care  providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

▲ 

Specialty  care  provider- 
patient  ratios 

• 

Hospitals  and  other 
institutions 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Obstetric  providers 

• 

• 

• 

• 

• 

• 

• 

• 

▲ 

Pediatric  providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

A 

Pharmacies 

• 

• 

• 

• 

• 

Mental  health  and  substance 
abuse  providers 

• 

• 

• 

• 

< 

>  • 

• 

Traditional  and  safety  net 
providers 

• 

• 

• 

• 

• 

• 

• 

• 

• 

< 

»  • 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request 


Table  3.4 — Self-referrals  to  selected  providers 


Does  the  contract  or  RFP  contain  any  provisions  relating  to  whether  enrollees  may  self-refer  to  certain  providers  or  for  certain  services? 


CO 

CT 

DE  | 

DC 

GA 

HI 

IL 

IA 

its 

kV 

ME 

j  MO 

MA 

Ml 

i 

MN 

MO 

MT 

AZ 

CA 

FULL 

MH 

FULL 

BH 

MH 

SA 

Mental  health 

• 

• 

• 

• 

• 

Substance  abuse 

• 

• 

• 

Obstetrics 

• 

• 

Family  planning 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Does  the  contract  or  RFP  contain  any  provisions  relating  to  whether  enrollees  may  self-refer  to  certain  providers  or  for  certain  services? 

NE 

hi  u 

NJ 

NY 

NC 

OH 

OR 

PA 

Rl 

TN 

TX 

UT 

UT 

WA 

WV 

Wl 

FULL 

MH 

NH 

FULL 

MH 

FULL 

MH 

FULL 

MH 

FULL 

MH 

Mental  health 

• 

• 

• 

• 

• 

• 

• 

Substance  abuse 

• 

• 

• 

• 

• 

• 

Obstetrics 

• 

• 

• 

Family  planning 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


n 


OQ 


O 

H 
OQ 
& 
3 


AZ     CA  !  CO     CT      DE  DC 


Utilization  review  required 


Prior  authorization 
prohibited  tor  certain 
procedures   


Reviewers  clinically 
competent 


Time  limits  for  prior 
authorization 

24-hour  telephone  access 
for  prior  authorization 


Assessment  of  under- 
utilization  required 


Required  to  use  review  or 
authorization  for  mental 
health  and  substance  abuse 


—  Out .  issue £  ™  „  «  -  «-»  — ■ 

that  State  revisions  of  contracts  or  nrr 


A  means 


g 


Table  3.5— Utilization  review  and  prior  authorization  (Continued) 


Does  the  contract  or 


RFP  contain  any  provisions  regarding  utilization  review  and/or  prior  authorization  of  services? 


NH  NJ 


NC  i  OH 


PA      Rl      IN  TX 


FULL  MH 


FULL  MH 


FULL  MH 


VT      VA  1   WV  Wl 

FULL  I  MH  FULL  MH 


Utilization  review  required 


Prior  authorization 
prohibited  for  certain 
procedures 


Reviewers  clinically 
competent 


Time  limits  for  prior 
authorization 


24-hour  telephone  access 
for  prior  authorization 


Assessment  of  ur.der- 
utilization  required 


Required  to  use  review  or 
authorization  for  mental 
health  and  substance  abuse 


•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 
A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


a 


Table  3.7— Access  time  standards 


services? 


.    means  that  an  issue  was  addressed  in  the  contract  or  RFP  ^  ^  ^  ^  request 

a     means  that  State  revisions  of  contracts  or  RFP  made  after  sway 


Table  3.7 — Access  time  standards  (Continued) 


Does  the  contract  or  RFP  contain  any  provisions  related  to  the  time  enrollees  might  expect  to  wait  for  access  to  certain  providers  or  services? 


First  appointments  for  new 
enrollees 

• 

• 

• 

• 

• 

• 

• 

• 

Preventive  pediatric  visits 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

▲ 

Preventive  adult  visits 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Urgent  care 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Emergency  care 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Medically  necessary 
pediatric  visits 

• 

• 

• 

• 

• 

• 

• 

Medically  necessary  adult 
visits 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Services  for  pregnant 
women 

• 

• 

• 

• 

• 

• 

Services  for  substance 
abuse  disorders 

• 

Services  for  mental  illness 

• 

• 

• 

• 

Physician-specific  services 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


Table  3.10— Antidiscrimination 


Does  the  contract  or 


RFP  contain  any  antidiscrimination  provisions  for  certain  classes  of  plan  enrollees? 


Income 


Race/ethnicity 


Gender 


Disability 


Language 


Sexual  preference 


Preexisting  condition  or 
health  status 


Anticipated  need  for  health 
care 


Mental  health  status 


Substance  abuse  status 


Medicaid  status 


Other 


AZ     CA     CO     CT     DE  j  DC  I 


KS      KY      ME     MD     MA      Ml      MN     MO  MT 


FULL  .  MH 


FULL  BH 


MH  SA 


A. 


•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


Table  3.10 — Antidiscrimination  (Continued) 


Does  the  contract  or  RFP  contain  any  antidiscrimination  provisions  for  certain  classes  of  plan  enrollees? 

NE 

MH 

M  1 

NY 

MP 

OH 

OR 

DA 

Rl 

TN 

UT 

VT 

VA 

WA 

WV 

Wl 

FULL 

MH 

n  n 

IN      _   " 

FULL 

MH 

FULL 

rn 

MH 

1  A 

FULL 

MH 

FULL 

MH 

income 

• 

Age 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Race/ethnicity 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Gender 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Disability 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Language 

• 

A 

Sexual  preference 

• 

• 

• 

• 

Preexisting  condition  or 
health  status 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Anticipated  need  for  health 
care 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Mental  health  status 

• 

• 

• 

• 

• 

• 

Substance  abuse  status 

Medicaid  status 

• 

• 

• 

• 

Other 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 

▲    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


lable  4.1— Relationships  with  other  public  agencies 


Does  the  contract  or 


RFP  contain  provisions  related  to  relationships  between  managed  care  plans  and  public  agencies? 


H     M     CO     CI     OE  DC 


FULL  MM 


FULL |  BH 


MH  SA 


KS      KY     ME     MD     MA  j  Ml     MN     MO  ,  MT 


State/local  public  health 


State/local  mental  health 


State/local  substance  abuse 


State  senior  services 


Early  intervention 


Special  education 


Children  with  special  health 
care  needs 


WIC  supplemental  nutrition 


School  health  clinics 


Homeless  health 


Child  welfare 


Adult  welfare 


Juvenile  justice 


Adult  correction 


•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 
A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request 


Table  4.1 — Relationships  with  other  public  agencies  (Continued) 


Does  the  contract  or  RFP  contain  provisions  related  to  relationships  between  managed  care  plans  and  public  agencies? 

NE 

NH 

11  1 

NY 

NC 

OH 

OR 

DA  Dl 

TN 

TY 

UT 

VT 

UA 

WA 

WV 

Wl 

FULL 

MH 

nj   

FULL 

MH 

FULL 

MH 

■  n 

in 

FULL 

MH 

FULL 

MH 

State/local  public  neaiin 

• 

w 

W 

w 

A 

• 

• 

• 

• 

• 

• 

▲ 

State/local  mental  health 

V 

w 

A 

• 

• 

• 

• 

State/local  substance  abuse 

w 

• 

• 

• 

• 

• 

• 

State  senior  services 

* 

Early  intervention 

w 

w 

• 

• 

• 

A 

Special  education 

Children  with  special  health 
care  needs 

• 

• 

• 

▲ 

• 

• 

• 

• 

• 

A 

WIC  supplemental  nutrition 

• 

• 

• 

A 

• 

• 

• 

• 

A 

School  health  clinics 

• 

• 

• 

• 

A 

• 

• 

• 

• 

• 

A 

Homeless  health 

Child  welfare 

• 

• 

• 

• 

A 

A 

• 

• 

• 

• 

• 

• 

• 

• 

Adult  welfare 

Juvenile  justice 

• 

A 

• 

• 

• 

• 

• 

Adult  correction 

A 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 

A    means  that  State  revisions  of  contracts  or  RFP  made  after  the  study  period  were  incorporated  at  the  State's  request. 


I 


s 


.  .._  r ....  JJMJMSMgp 


o 

o5 


Table  5.1— Quality  assurance 


AZ     CA     CO      CT      DE.    DC  ky^i  «    FULL  BH 


KS      KY  ME 

MH  I  SA  I 


MD  i  MA  i   Ml  i  MN  ;  MO  j  MT 


Does  the  contract  or  RFP  contain  provisions  describing  or 


referring  to  specific  elements  of  a  quality  assurance  (QA)  system? 


FULL  MH 


PA      Rl      TN      TX  j  1  1  VT      VA  . 

FULL    MH  FULL  MH 


Internal  QA  system 


External  review  of  provider 
performance   


Clinical  studies 


Clinical  guidelines 


Evaluation  of  grievances  and 
complaints   


Corrective  action  plan 


•  means 


that  an  issue  was  addressed  in  the  contract  or  RFP 


Table  5.2 — General  data  reporting 


Does  the  contract  or  RFP  contain  provisions  related  to  plan  reporting  of  general  types  of  plan  and  member  data  to  the  State? 

FL 

HI 

IA 

AZ 

CA 

CO 

CT 

DE 

DC 

 1 

GA 

,  



IL 

KS 

KY 

ME 

MO 

MA 

Ml 

MN 

MO 

MT 

FULL 

MH 

FULL 

BH 

MH 

SA 

Encounter  data 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Outcomes  data 

Utilization  data 

• 

• 

• 

General  authorization 

• 

• 

• 

• 

• 

• 

• 

• 

Other 

• 

• 

• 

• 

Complaints  and  grievances 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Access  data 

• 

• 

• 

Financial  data 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Does  the  contract  or  RFP  contain  provisions  related  to  plan  reporting  of  general  types  of  plan  and  member  data  to  the  State? 

NE 

-  MU 

m  i 

NY 

NP 

DH 

OR 

PA 

Rl 

TN 

UT 

UT 

VA 

WA 

wv 

U/l 

FULL 

MH 

FULL 

MH 

un 

FULL 

MH 

in 

ni 

i  n 

1  A 

FULL 

MH 

V  1 

WM 

FULL 

MH 

w  V 

W  1 

Encounter  data 

Outcomes  data 

• 

• 

• 

• 

• 

Utilization  data 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

General  authorization 

• 

• 

• 

• 

• 

• 

• 

Other 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Complaints  and  grievances 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Access  data 

• 

• 

• 

• 

• 

• 

Financial  data 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


lable  5.3— Mental  health  and  substance  abuse  data  reporting 


Does  the  contract  or  RFP  contain  provisions  related  to  plan  reporting  of  mental  health  and  substance  abuse  treatment  data  to  the  State? 

AZ 

CA 

CO 

CT 

DE 

DC  r 

! 

FL 

full!  mh 

GA  ! 

H 

full; 

BH 

If 

1/ 

MH  , 

I 

SA 

KS 

1 

KY 

i 

ME 

MD 

MA 

■MB 

Ml 

i 

■■i 

MN 

MO 

MT 

Hospitalization  (or  mental 
illness 

• 

• 

• 

• 

Hospitalization  for  addictive 
disorder 

• 

• 

• 

• 

Discharge  data  tor  addictive 
disorder 

• 

• 

Identitied  substance  abuse 

• 

• 

• 

Identified  domestic  abuse 

• 

QA/utilization  measures  for 
mental  health/substance 
abuse  treatment 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Care  process  and  outcome 
data  for  mental  health  and 
substance  abuse  treatment 

• 

• 

• 

• 

• 

• 

• 

Other 

• 

• 

• 

• 

•    means  that  an  issue  was  addressed  in  the  contract  or  RFP 


Table  5.3— Mental  health  and  substance  abuse  data  reporting  (Continued) 


Does  the  contract  or  RFP  contain  provisions 


related  to  plan  reporting  of  mental  health  and  substance  abuse  treatment  data  to  the  State? 


NH  NJ 


NC  OH 


PA      Rl      TN  TX 


FULL  MH 


FULL  MH 


FULL  MH 


FULL  MH 


VT      VA   WV  Wl 

FULL  MH 


Hospitalization  for  mental 
illness 


Hospitalization  tor  addictive 
disorder 


Discharge  data  tor  addictive 
disorder 


Identified  substance  abuse 


Identified  domestic  abuse 


QA/utilization  measures  for 
mental  health/substance 
abuse  treatment 


Care  process  and  outcome 
data  for  mental  health  and 
substance  abuse  treatment 


Other 


means  that  an  issue  was  addressed  in  the  contract  or  RFP. 


